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With suicide rates rising across all demographics and regions in the U.S., suicide 
prevention is one of the most challenging public health issues in recent history.  Because 
of its prevalence, the number of federal agencies and national organizations involved 
with suicide prevention activities is at an all-time high (Office of the Surgeon General & 
National Action Alliance for Suicide Prevention, 2012).  Instituted in 2001, the National 
Strategy for Suicide Prevention (NSSP) was revised in 2012 and serves as a guide for 
states in the fight against suicide through its strategies, goals, and objectives (Office of 
the Surgeon General & National Action Alliance for Suicide Prevention, 2012).  Yet, 
suicide rates continue to rise.  From 1999 to 2016, every state, except Nevada, saw a 
significant increase in their suicide death rates (Centers for Disease Control and 
Prevention, 2018a).  An assessment of the 2012 NSSP revealed that states are struggling 
with implementation of the NSSP and not one community has fully implemented the 
national strategy.  States need guidance with implementation and evaluation (Substance 
Abuse and Mental Health Services Administration, 2017).  The State Suicide Prevention 
Assessment (SSPA) was developed by the researcher to assist state leaders with 
vii 
 
evaluating current state suicide prevention plans (SSPP).  Chief elements contained in the 
assessment are a compilation of best practices from leading suicide prevention entities.  
In an effort to contribute to suicide prevention, the goal of this study was to evaluate 
SSPPs by examining the relationship between SSPPs and suicide outcomes using the 





Overview of the Dissertation Research Focus 
Context for Doctoral Research Focus 
Suicide is a multifaceted health epidemic with long-lasting consequences that 
affects adults and children.  Since 1999, 604,878 people were victims of suicide (Centers 
for Disease Control and Prevention, National Center for Injury Prevention and Control, 
2018b).  Suicide rates have increased more than 30% in greater than half of the states; 
and in 2016, there were twice the number of suicides (44,965) as there were homicides 
(19,362) nationwide (Centers for Disease Control and Prevention, 2018a).  For 
adolescents, 33,174 deaths have been attributed to suicide since 1999 (Centers for 
Disease Control and Prevention, National Center for Injury Prevention and Control, 
2018b).  Suicide in adolescents is often linked to the mental disorder depression. 
Depressions is characterized as prolonged sadness or hopelessness that leads to additional 
physiological and emotional changes (Auerback, 2015).  In 2015, 30% of high school 
students acknowledged feeling sad or hopeless daily over a two week period of time 
within 12 months of taking the Youth Risk Behavioral Survey (Centers for Disease 
Control and Prevention, Division of Adolescent and School Health, 2016b).  In response 
to the increasing suicide statistics, the Department of Health and Human Services (HHS) 
and the U.S. Surgeon General developed the 2001 National Strategy for Suicide 
Prevention: Goal and Objectives for Action.  The 2001 strategy consisted of 11 goals and 




power to transform attitudes, policies, and services” (Office of the Surgeon General & 
National Action Alliance for Suicide Prevention, 2012, p. 97). 
The national strategy emphasized the importance of collaboration and community 
involvement as well as encouraging states to create their own suicide prevention plans 
specific to the needs of their communities using the national strategy as a guide.   Revised 
in 2012, the strategy expanded upon its 2001 counterpart with 13 goals and 60 objectives 
and continued to serve as a roadmap for the collaboration of suicide prevention efforts.  
The 2012 strategy also promoted community involvement in suicide prevention services, 
increased training related to suicide prevention, coordinated suicide treatment, 
encouraged more research, and recommended evaluation of state suicide prevention plans 
and programs (Office of the Surgeon General & National Action Alliance for Suicide 
Prevention, 2012).    
As a leading cause of death in adolescents and young adults, the need for suicide 
prevention is urgent since adolescents (10 years to 17 years) and young adults (18 years 
to 24 years) make up almost one fourth of the U.S. population (Healthy People 2020, 
2018a).  Recognizing the critical transitions and challenges faced by this demographic, 
the U.S. Department of Health and Human Services’ (HHS) Healthy People  initiative 
added adolescent health to its 2020 goals and objectives for the first time (Healthy People 
2020, 2018a).  Three of the Healthy People 2020’s core indicators of adolescent health 
included reducing suicide rates, attempts, and major depression episodes (HP2020).  
HP2020 is just one of many federal, state, and private agencies committed to reducing the 
suicide rate in adolescents and the general population.  Federal agencies have been 




there are still challenges.  Though all 50 states have developed their own suicide 
prevention plans, most based on the national strategy, some are still challenged with 
implementation due to lack of federal guidance, understanding, and infrastructures 
support (Substance Abuse and Mental Health Services Administration, 2017).  Therefore, 
the effectiveness of state suicide prevention plans is questionable, as best substantiated by 
suicide statistics that have continued to rise for the past 20 years in almost every state 
(Centers for Disease Control and Prevention, National Center for Injury Prevention and 
Control, 2018b).     
There is no definitive reason why suicide rates continue to rise.  The intent of the 
researcher was to examine the effectiveness of SSPPs to determine if there was a 
relationship between SSPAs and suicide outcomes.  The mechanism involved utilizing a 
tool created by the researcher to facilitate the assessment.  
Introduction of Manuscripts   
 In the initial phases of research, the researcher focused on the causes of suicide, 
primarily the mental disorder, depression.  In Chapter Two, as a first step in this program 
of research, the concept of depression in adolescents and young adults was examined 
using Walker and Avant’s (2011) methodology. Findings of this work are reported in 
Chapter Two in the article titled Depression in Young People: More than Just a Bad Day.  
The context of the manuscript provided information concerning the characteristics and 
consequence of depression and also discussed the process of diagnosing depression.  The 
manuscript was published in the Journal of Community Health Nursing in April 2017.  




 In Chapter Three, the origin and development of the assessment tool is described 
in the article, State Suicide Prevention Plans: Development of an Assessment Tool.  The 
State Suicide Prevention Assessment (SSPA) tool was devised by the researcher to 
provide a systematic approach to evaluating state suicide prevention plans.  It also 
contributes a collection of comprehensive strategies to help state leaders in suicide 
prevention to formulate new plans or improve upon current SSPPs.  With suicide rates 
increasing in all states, there is not a means to monitor the success of a state’s suicide 
prevention plan.  Lastly, this tool can contribute to a system of national surveillance by 
facilitating collective use.     
The last manuscript found in Chapter Four, Suicide in High School Students and 
the Effectiveness of State Suicide Prevention Plans, provided the results of a study that 
examined state suicide prevention plans and their relationship to suicide outcomes using 
the SSPA.  This was the first known study to examine and evaluate state suicide 
prevention plans and their effectiveness. The final chapter considers the current state of 
this program of research and makes recommendations for practice and the next steps for 
research.   
         
 
  







Chapter 2   
Depression in Young People: More than just a Bad Day – A Concept Analysis 
Abstract 
Aim: Suicide from depression is the second leading cause of death in young people.  To 
better understand depression, a concept analysis was conducted using the Lorraine 
Walker and Kay Avant method.  
Source of Data: Three electronic databases searched using keywords such as depress*, 
stigma, and feeling depressed yielded 40 articles in English from 2006 through 2016. 
Results: Primary attribute was depressed mood; stress was the primary antecedent found 
in young people.  Consequences included health, emotional, and financial well-being.  
Conclusion: A better understanding of depression by healthcare providers can foster 















Depression in Young People:  More than Just A Bad Day – A Concept Analysis 
 
Suicide is the second leading cause of death in adolescents and young adults 
(Curtin, Warner, & Hedegaard, 2016).  Because the link between depression and suicide 
is well established by research (Zhang & Li, 2013), a better understanding of depression 
by the healthcare community at large is warranted and a prompt and comprehensive 
response is needed.  Approximately 12.5% of adolescents are depressed (National 
Institute of Mental Health [NIMH], 2016a), yet many go untreated or experience delays 
in treatment (Coles et al., 2016). Stigmas related to lack of mental health literacy form 
barriers that can discourage young adults and adolescents from getting the mental health 
help they need (Botha & Dozis, 2015).  Personal perspectives of adolescent depression-
sufferers were enlisted to further demonstrate that depression is not just a bad day, but a 
mental health disorder with physical, emotional, and financial consequences. 
Purpose 
The purpose of this article is to provide an analysis of the concept depression in 
adolescents and young adults using the eight-step method developed by Lorraine Walker 
and Kay Avant displayed in Table 1 (Cronin, Ryan, & Coughlan, 2010).  Walker and 
Avant identified concept definition, attributes, case examples, antecedents, and empirical 
referents as critical elements for analyzing concepts and their implications (Cronin et al., 
2010).  Although the term depression is often casually used in society to describe day-to-
day declines in mood, this article examines depression as a concept and its impact on 





Table 1 Walker and Avant Concept Analysis Method 
 
Walker and Avant Concept Analysis Method. 
Step 1 Choose a concept 
Step 2 Determine the purpose of the concept analysis 
Step 3 Discover all uses of the concepts 
Step 4 Identify attributes 
Step 5 Identify a case model 
Step 6 Identify a related, invented, borderline, illegitimate and contrary case model 
Step 7 Determine antecedents and consequences 
Step 8 Determine empirical referents 
Note: Describes the eight steps required by the Walker and Avant Method for concept analysis. 
 
Methods 
Although there are a number of approaches to a concept analysis, the Walker and 
Avant approach was chosen for this concept analysis.  According to Walker and Avant 
(2011), this approach is a modification of Wilson’ s classic approach introduced in 1963. 
In Wilson’ s approach, considered entity-based and classical, 11 steps are used to identify 
important features of a concept (Cronin et al., 2010).  However, Walker and Avant’ s 
theoretical approach simplified Wilson’ s approach to eight essential steps of a concept 
analysis (Walker & Avant, 2011). 
 According to the Oxford Dictionaries Online (2016), the word depression 
originated in late middle English from the Latin term depressio, which was derived from 
deprimere, which means pressed down.  Other meanings include feeling despondent, a 
period of economic challenge or recession, a decrease in atmospheric pressure, an angular 




2016).  This concept analysis will focus on the medical disorder as it relates to 
adolescents age 10– 17 and young adults age 18– 34, referred to as young people. 
 To further examine this concept, databases including CINAHL, MEDLINE, and 
PsychINFO were used to identify existing literature. Keywords depression*, depress*, 
depression in adolescents, depression in young adults, depression statistics, depression 
prevalence, depression symptoms, diagnosing depression, stigma, stress, and feeling 
depressed were used in varying combinations. Search criteria consisted of years 2006 
through 2016 with advance search limits for age (adolescent and young adult) and 
English language.  The search yielded 40 articles that were used for this concept analysis.  
The articles that were included in this concept analysis solely examined depression in 
young people.  Components outlined in Walker and Avant’ s analysis including concept 
definition, attributes, antecedents, and empirical referents, were extracted from these 
articles. 
Leading healthcare organizations have provided guidance for defining the mental 
disorder depression.  The NIMH (2015) defined depression as a sad mood or feeling that 
impedes one’s ability to function normally and participate in normal activities of daily 
living, thus diminishing quality of life.  The Centers for Disease Control and Prevention 
(CDC, 2016) identified depression as a serious and important public health medical 
concern also characterized by persistent sadness and irritability.  The World Health 
Organization (WHO, 2015) characterized depression as sadness, fatigue, loss of interest, 
low self-esteem, loss of sleep, and concentration disturbances.  The medical disorder 
depression can also be referred to as major depressive disorder (MDD) and clinical 




encompasses other categories including postpartum, seasonal, dysthymic, and psychotic.  
The US Department of Health and Human Services’ Healthy People initiative added the 
category adolescent health to its topics for the Health People 2020 campaign and includes 
adolescents and young adults ages 10– 25 (Healthy People 2020, 2016).  Healthy People 
2020 identified suicide, suicide attempts, and major depressive episodes as part of the 
core indicators of adolescent and young adult health (Healthy People 2020, 2016). 
The community at large is challenged with distinguishing between normal sadness 
and depression.  Societal connotations can misrepresent depression as a bad mood 
because something has not gone as planned or affiliates depression with individuals who 
are unproductive and downtrodden (Cleveland et al., 2013).  Many in society do not 
perceive depression as a mental health disorder, but a consequence of something an 
individual has done or is not doing.  This contributes to the misconceptions about 
depression-suffers being at fault and mischaracterized as being weak or lazy, choosing to 
be depressed, and needing to pull themselves together instead of having a mental disorder 
with medical and emotional implications (Cleveland et al., 2013; Gabriel & Violato, 
2010).  Lack of mental health literacy further contributes to misconceptions that can 
create stigmas (Cleveland et al., 2013; Gabriel & Violato, 2010).  Stigmas are comprised 
of negative attitudes and beliefs about mental illness (Gearing, Ibrahim, & Batayneh, 
2015) and can contribute to feelings of worthlessness or guilt.  Stigmas can also form 
barriers that discourage young people from seeking medical intervention at a time when 
occurrences of depression and suicide are on the rise (Cleveland et al., 2013). 
Prevalence of depression in young people has risen steadily from 1999 to 2014 




leading cause of disability worldwide and is expected to grow to the second leading cause 
of disability by 2020 (Gabriel & Violato, 2010; Kessler & Bromet, 2013).  Compared to 
other adult age groups, young adults experience the highest percentage of severe 
impairment caused by episodes of depression.  In 2014, adolescents experienced higher 
rates of depression episodes than previous percentages from 2004– 2012 with 
approximately 3 million adolescents diagnosed with a depressive episode within the last 
12 months (Curtin et al., 2016).  Higher rates of depression lead to higher rates of suicide 
(Zhang & Li, 2013). 
The prevalence of suicide among young people continues to increase (Curtin et 
al., 2016), as suicidal ideation is an attribute of depression.  In 2014, suicide became the 
second leading cause of death in young people and the tenth leading cause of death 
overall (Curtin et al., 2016).  As many as 90% of those that commit suicide were 
diagnosed with a mental illness, such as depression, many as children and adolescents 
(Zhang & Li, 2013). 
Adolescence and young adulthood are critical to the development of identity and 
support systems (Mccann, Lubman, & Clark, 2012b).  A diagnosis of depression adds 
additional stressors that can impede proper development during their transition to 
adulthood (Mccann et al., 2012b).  Young people struggle with understanding and 
accepting the depression diagnosis due to stigmas, feelings of spiraling down and loss of 
control (Mccann, Lubman, & Clark, 2012a).  Their symptoms of depression are 
exacerbated by, and are associated with, social consequences (Mccann et al., 2012a).  In 





Interviewee One described the struggle with accepting depression: 
It’s kind of confusing. You know that something’s wrong and you try and 
progress on things, but it’s kind of hard when you know there is something going 
on in your mind or wherever else, and you try and figure it out or fix it, and it’s 
just kind of hard sometimes and confusing (Mccann et al., 2012a, p. 337). 
Understanding the meaning of depression, how it is viewed, and its impact are important 
initial steps toward patient and community acceptance.  It is essential to identify key 
attributes and antecedents of depression, so a clearer understanding will facilitate 
intervention strategies for young people. 
Results 
Attributes   
Attributes are characteristics that differentiate concepts from each other and help 
clarify their meaning (Cronin et al., 2010).  Clinically, guidelines for depression and 
other mental disorders have been established by the American Psychiatric Association 
(APA).  The APA created the Diagnostic and Statistical Manual of Mental Disorders 
(DSM) as a guideline to facilitate classification and diagnosis of mental disorders by 
clinical professionals (APA, 2016).  For over 60 years, the DSM has been a standard 
reference for mental health (Mitchell et al., 2013) and can be used as a guide for 
identifying attributes.  The current version of the DSM, the DSM-V, uses the same core 
criteria for diagnosing adults and adolescents, however for adolescents, irritable mood 










Loss of interest or pleasure in activities* 
Significant Weight Loss (5% of weight) 
Insomnia or hypersomnia 
Psychomotor agitation or restlessness 
Fatigue or loss of energy 
Feeling worthless or guilt 
Inability to concentrate or indecisiveness 
Recurrent thoughts of death, suicide ideation, suicide plan 
*Note: Diagnostic criteria for depression. Depressed mood or loss of interest must 
be one of the attributes present for a diagnosis of depression. 
 
The nine attributes of depression outlined by the DSM-V result in changes to 
mood and attitude as well as physical symptoms (see Table 2).  According to the DMS-V, 
a minimum of five of the nine attributes must be present for at least 2 weeks before an 
individual can be diagnosed with clinical depression.  One of the attributes present must 
be depressed mood or loss of interest (APA, 2013).  Not every depressed individual will 
experience every attribute of depression. Some may experience a few in any 
combination; others may experience them all (NIMH, 2016a).  However, the attribute 
that is most common among young people is depressed mood (Center for Behavioral 
Health Statistics and Quality [CBHSQ], 2015; Giardino et al., 2016; Harvard Medical 
School [HSM]. 2009; Paxton, Valois, Watkins, Huebner, & Drane, 2007).   
Depressed Mood.  Depressed mood is characterized as strong feelings of 
unhappiness or sadness (Paxton et al., 2007).  Approximately 10 – 15% of adolescents 
report experiencing some type of depressed mood, with as many as 25% of high school 




from a depressed mood, it impedes their ability to accomplish tasks such as chores, 
school work, and getting along with parents and siblings (CBHSQ, 2015).  They also 
experience disruptions in their social life (CBHSQ, 2015).  These behaviors are often 
misunderstood and interpreted as disciplinary issues, rather than signs of depression.  As 
in other adult age groups, in young adults, a depressed mood affects their activities of 
daily living and quality of life, as individuals report severe struggles with performing job 
duties, obligations at home, and social activities (Pratt & Brody, 2014).  Interviewee Nine 
stated the following concerning managing tasks, “I’ve been suffering since I was 14.  
Yeah, like everything’ s just harder to get through, and you want to isolate yourself, and 
you don’ t actually want to be a part of all the normal things” (Mccann et al., 2012a, p. 
337). 
Antecedents 
Antecedents are events that must occur prior to the concept occurring (Cronin et 
al., 2010).  Depression is a complex illness and research has identified many possible 
events that may precede depression episodes including chemical and biological 
imbalances or changes, genetic predisposition, and physical and mental trauma (HMS, 
2009). Although researchers agree that an amalgam of antecedents may precede 
depression, they also agree the antecedent most commonly identified in cases of 
depression in young people is stress (Auerbach, 2015; HMS, 2009). 
Stress.  Merriam-Webster Online Dictionary (2016) defines stress as physical, 
chemical, or emotionally-based factors that causes pressure and anxiety corporally and/or 
psychologically.  Stress is how the body reacts to challenges, both good and bad, and 




life-saving, such as the fight or flight response (NIMH, 2016b).  Although there are 
different causes of stress, young people are most impacted by cognitive vulnerability 
stress and stressful life events (Young & Dietrich, 2015). 
Cognitive vulnerability stress refers to stress that is created by negative thinking 
patterns such as dysfunctional attitudes, negative inferences, and rumination (Young & 
Dietrich, 2015).  In rumination, young people focus their thoughts on their negative 
emotions but do not take positive actions, such as participating in something they enjoy, 
in response to those thoughts (Young & Dietrich, 2015).  In young people, this can also 
lead to low self-esteem, self-criticism, and when prolonged, cognitive vulnerability can 
lead to depression (Young & Dietrich, 2015).  Seventy-five percent of adults diagnosed 
with depression first experienced depression during adolescence (Jacobs, Reinecke, 
Gollan, & Peter, 2008). 
In young people, stressful life events can be part of their internal transition into 
adulthood, such as puberty, or external incidents such as death of a family member, 
divorce of parents, childhood trauma, relocation, applying to their dream college, playing 
in a high school championship game, or a failed relationship.  The event can be short-
term or ongoing, which means the stress caused by the event can also be short-term or 
ongoing. Failure or inability to cope appropriately with stressful life events can amplify 







Depression is damaging, debilitating, and even deadly for young people.  As 
depression holistically affects the individual, its consequences are also holistic in nature.  
Depression-suffers often encounter health and psychological challenges that impede their 
functionality in all aspects of their life or even cause them to end their lives (Auerback, 
2015). 
Health status.  According to WHO (2015), less than half of the people affected 
by depression are being treated; because of this, depression becomes increasingly 
debilitating and causes increased health risk and costs.  Depression increases the risk for 
commencement and/or exacerbation of health issues.  Researchers reported that young 
people diagnosed with depression were more likely to succumb to illness and have also 
correlated risky health behaviors with depression (CDCP, 2016).  Risky health behaviors 
included smoking, alcohol and illegal drug consumption, physical inactivity, sexual 
activity and risk for sexually transmitted diseases, and sleep disturbances. 
Eighty percent of youth do not receive the mental health care they need (Coles et 
al., 2016).  Fearful of being stigmatized by friends and family as crazy may cause young 
people to mask symptoms of depression in hopes they will go away on their own (Botha 
& Dozois, 2015; D’ Amico, Michling, Kemppainen, Ahern, & Lee, 2016).  Increasing 
mental health literacy in patients, their families, and the community at large can help 
increase utilization of mental health care services (Coles et al., 2016).  If young people do 
not receive proper treatment for depression, worsening symptoms can occur, opening the 
door for exacerbation of the disorder and maladaptive coping behaviors such as substance 




 Emotional.  The emotional cost of depression in young people is immeasurable.  
Interviewee 14 summarized the impact of depression by stating, “With the depression 
spiral you just keep going down and down, and it’ s horrible.  You get into a pit where 
you just can’ t get out anymore and you don’ t know how to dig your way out” (Mccann 
et al., 2012a, p. 337).  Depressed young people struggle to maintain personal 
relationships and a sense of who they are (Mccann et al., 2012a).  Often friends and 
family fail to understand their struggle, which increases frustration and stress for both the 
depressed young person and their loved ones.  For example, Interviewee Nine described 
the struggle with friends and family: 
I get nothing (support) from my parents and my friends.  I try to explain to what 
degree it is, and it scares them.  Either scares them away or just scares them into 
denial, going, ‘okay, it’s (the depression) not that bad’ (Mccann et al., 2012b, p. 
457). 
In the United States, the rate of suicide has steadily increased from 1999 thru 2014 in 
both females and males, with the largest increase (200%) in females aged 10– 14 (Curtin, 
Warner, & Hedegaard, 2016).  Nearly 30% of young adults who faced depression over 
the past year seriously considered suicide, 10% made a suicide plan, and 4% tried 
unsuccessfully to take their own life (Curtin, Warner, & Hedegaard, 2016).   
 Financial.  Depression in young people can potentially impact their personal 
financial well-being and the financial well-being of their families. In addition to 
deductibles, copayments, and coinsurance incurred due to treatment, wages are also lost 
due to time away from work.  Depression and related disorders cost Americans 




treatment, 5% in suicide-related costs, and 50% in workplace cost due to loss of 
productivity (Greenberg, Fournier, Sisitsky, Pike, & Kessler, 2015).  Because suicide has 
grown to the second leading cause of death among young people, the costs of suicide and 
suicide attempts has also grown. In 2013, the national cost of reported suicides and 
suicide attempts was estimated at $58.4 billion, with 97.1% of the cost due to lost 
productivity in the workplace (Shepard, Gurewich, Lwin, Reed, & Silverman, 2016).  
However, some experts believe the cost is much higher because of unreported suicide 
attempts and injuries (Shepard et al., 2016).  Health, emotional, and financial cost will 
continue to mount without increased attention and efforts directed towards interventions 
related to early diagnosis and treatment. 
Empirical referents 
Empirical referents measure the existence of a concept (Cronin et al., 2010).  
Table 3 identifies several assessment tools currently used to measure depression 
(Bienenfeld & Stinson, 2016).  Each tool is self-administered by patients. In their January 
2016 report on depression screening, the US Preventive Services Task Force (USPSTF) 
found that no measurement tool was superior to another and that clinical settings should 
use the tool that works best for their environment (Siu, 2012).  Although there are several 
empirical referents for depression, it is the low rate of utilization by the healthcare 
community that further complicates diagnosis and treatment. 
Young people remain underdiagnosed and undertreated (Fallucco, Seago, Cuffe, 
Kraemer, &Wysocki, 2015).  Patients report frequently missed diagnoses of depression, 
even in reoccurring cases, and primary care providers (PCP) are not screening enough 




Doescher, 2007).  In January 2016, the USPSTF recommended increasing depression 
screenings for general adult and adolescent populations regardless of the individual’ s 
risk, with providers ensuring accuracy of diagnosis, effective treatment, and follow up 
(Siu, 2016).  However, PCPs reported lack of competence in depression assessment and 
disease management therefore, training is needed (Fallucco et al., 2015).  Approximately 
75% of patients who seek help for depression go to their PCP, increasing the urgency to 
address mental illness care training deficits in primary care settings (Saver et al., 2007).  
Continuing education opportunities are critical to meeting the training needs of PCPs, 
their staff, and improving interventions and outcomes of depressed young people in the 
primary care setting (Fallucco et al., 2015; Saver et al., 2007). 
Table 3, Depression Screening & Diagnosing Scales 
Screening Scales Scale Reliability Items Response Set 
Hamilton Depression Rating Scale Cronbach’s alpha=0.60 to 0.83 21 Range 0-2 or 0-4 
(depends on question type) 
Beck Depression Inventory Cronbach’s alpha=0.56 to 0.87 21 0-3 pt. 
Patient Health Questionnaire Cronbach’s alpha=0.85  2 or 9 0-3 pt. 
Major Depression Inventory Cronbach’s alpha=0.89  12 0-5 pt. 
Center for Epidemiologic Studies 
Depression Scale 
Cronbach’s alpha=0.89 to 0.94 20 0-3 pt. 
Zung Self-rated Depression Scale Cronbach’s alpha=0.83 20 1-4 pt.) 
Geriatric Depression Scale Cronbach’s alpha=0.80 to 0.89  15 or 30 Yes/No 
Cornell Scale for Depression in 
Dementia 
Cronbach’s alpha=0.87 19 0-2 pt. 
 
Case examples 
Model case.  Lyla awoke to the sound of a text message notification.  It was her 
best friend Tammy asking Lyla to have lunch and take a walk through their favorite park 
later that day.  Lyla’ s favorite season was fall, so for a moment, Lyla entertained the 




activities.  However, this fall did not feel the same to Lyla.  She had no interest in sports 
or outdoor activities, and she felt depressed and very sad. Nothing was the same since 
Lyla received notification, 3 weeks ago, that she was not accepted into the college of her 
dreams, Harvard. She dreamed of going to Harvard since she was 5 years old and worked 
her entire academic life preparing to attend.  Now that she was denied acceptance into 
Harvard, she had no idea what she was going to do about college and was no longer 
interested in going to college.  The thought of eating lunch was not appealing, as her 
appetite was non-existent, and her clothes were beginning to fit more loosely.  She had so 
little energy that she was barely able to get out of bed that morning.  Since she received 
the denial letter from Harvard, Lyla spent most of her time pacing the floor or in bed 
staring at the ceiling; and sleep evaded her most nights.  She tried reading to help her 
sleep but found it difficult to concentrate.  Lyla loved Harvard, but now she felt worthless 
and unworthy.  All of her hard work was wasted, and she felt she had nothing to live for, 
and wanted to end her life.   
In the aforementioned case model, Lyla exhibits depressed mood, loss of interest 
in activities, weight loss, insomnia, restlessness, loss of energy, worthlessness, inability 
to concentrate, and suicidal ideation for greater than 2 weeks, as required by the APA for 
a positive diagnosis of depression (APA, 2013).   She also displayed depressed mood, an 
attribute often seen in young people. 
Contrary case.  Tammy awoke to the sound of a text message notification. It was 
her best friend Kara, wanting to have lunch and take a walk through their favorite park 
today. This made Tammy very happy, for she loved the outdoors. Having had a good 




Although disappointed because she was recently denied entrance into the college 
of her dreams, Harvard, she was optimistic and hopeful she would be accepted into 
another college of her choice.  She was waiting to hear from two other colleges and still 
had another application to submit.  In the meantime, she was determined to continue to 
keep her grades high and possibly find a volunteer opportunity she could add to her 
applications.  The fall was her favorite season and she looked forward to spending time 
outside with her friend. 
In the aforementioned contrary case, Tammy does not meet any of the depression 
attributes.  Despite her disappointment, she does not display a depressed mood and 
continues to feel optimistic and even happy.  She exhibits interest and takes pleasure in 
activities.  She sleeps well, has energy to go walk in the park, and is able to concentrate 
on her applications. 
Discussion 
The Walker and Avant (2011) methods was used to examine the concept 
depression.  Medical organizations view depression as a disorder that affects every facet 
of a young person’ s life and societal connotations.  However, lack of mental health 
literacy can cause depression to be misrepresented as a choice, create stigmas, and can 
impede young people from seeking professional help. 
Research supports the relationship between depression, suicide, and suicidal 
ideation in young people.  The increasing prevalence of depression and subsequent 
suicide warrants an increase in diagnostic and intervention efforts from healthcare 




patients, it is critical that a concerted effort is made to identify and treat depression in 
young people as recommended by the USPSTF. 
The DMS-V criteria for clinical depression provides a guide for identifying 
attributes of depression.  The common thread between depressive disorders in young 
people is a depressed mood.  A depressed mood is the foundation for depression and a 
diagnosis of depression is more difficult to substantiate without it. 
Although other antecedents have been identified through research, stress is a key 
antecedent in young people.  Stress is a catalyst for depression when a young person 
experiences stressful life events and cognitive vulnerability.  Helping young people learn 
to manage stress is important to consider when formulating interventions.  The 
consequences of depression are detrimental to young people.  If depression is not treated 
and managed properly, the health, emotional, and financial consequences can follow 
them into their adult lives. 
There are several tools available to detect and screen for depression in young 
people, but they are not being readily utilized by providers.  The USPSTF recommends 
routine screenings for adults and adolescents, encouraging providers to use the tool that 
works best for their clinical setting.  Some PCPs will require additional training to 
become more competent with diagnosing and treating depression in young people. 
Conclusion 
Depression affects the physical, emotional, and social well-being of millions of 
young people every day in the United States and around the world.  Although the concept 
of depression is not new to most healthcare providers, the unprecedented increases in its 




community and communities in general.  Increasing mental health literacy decreases 
stigmas associated with depression and increases understanding and tolerance.  Because 
75% of patients are treated for depression in the primary care setting (Saver et al., 2007), 
PCPs must continue to educate themselves and their staff about depression.  A better 
understanding of depression by healthcare providers can optimize their effectiveness in 
treating depression, foster quicker assessment and treatment in young people, and impact 
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State Suicide Prevention Plans: Development of an Assessment Tool 
Abstract 
Suicide is preventable, but the rate is consistently rising.  The 2012 National 
Strategy for Suicide Prevention (NSSP) was devised to be a blue print for suicide 
prevention strategies in the U.S.  Its strategies, goals, and objective provided a guide for 
states to develop their own suicide prevention plans.  All 50 states have a suicide 
prevention plan (SSPP), but their effectiveness is unproven, their content is inconsistent, 
and at times, they are financially unsupported.  The 2012 NSSP encourages states to 
perform evaluations of their prevention activities.  An assessment of the 2012 National  
Strategy revealed that states needed assistance with developing plans as well as 
evaluating implementation and incorporating the 2012 National Strategy.  A review of 
the literature was conducted and no evaluation tools for state suicide prevention plans 
(SSPP) were found. The State Suicide Plan Assessment (SSPA) was developed to fill the 
evaluation gap for SSPPs, as well as promote comprehensive suicide prevention 
strategies.  Variability of state plans due to local pertinence is warranted but utilizing 





State Suicide Prevention Plans: Development of an Assessment Tool 
Suicide is a public health crisis.  From 2000 to 2016, the suicide rate has 
continued to steadily increase by 30% for all age groups (Hedegaard, Curtin, & Warner, 
2018).  The rate increase is notable when examined by gender.  For example, the overall 
male suicide rate increased by 21%, and the female rate increased by 50% during this 
time period.  The causes of suicide are multifactorial and are well documented in the 
literature; causes include mental illness, family history, stressful life events, violence, 
access to lethal methods, and substance abuse (Centers for Disease Control and 
Prevention, Division of Adolescent and School Health, 2016c; Substance Abuse and 
Mental Health Services Administration [SAMHSA], 2015).  Preventing suicide is a long-
standing challenging problem. 
The first suicide prevention center in the U.S. opened in 1958 (Office of the 
Surgeon General & National Action Alliance for Suicide Prevention, 2012).  Since then, 
multiple federally-based agencies, public and private organizations, task forces, 
initiatives, commissions, and programs have been created to prevent suicide.  In 2001, the 
first National Strategy for Suicide Prevention (NSSP) was released by HHS and the U.S. 
Surgeon General (Center for Mental Health Services & Office of the Surgeon General, 
2001).  It was the first national strategy developed to provide guidance for prevention 
strategies with a public health approach (Center for Mental Health Services & Office of 
the Surgeon General, 2001).  It also emphasized the development of community-based 
suicide prevention programs later known as state suicide prevention plans.  As a result of 
the 2001 NSSP’s objective to create community-based prevention plans, all 50 states 




Revised in 2012, the NSSP expounded upon its 2001 predecessor to reflect 
developments in suicide research and continued to emphasize coordination and 
collaboration of suicide efforts in the federal, state, and private sectors.  The national 
strategy noted the variations in state plans and recommended that plans be evaluated, but 
offered no solution for the variations or a method of evaluation (Office of the Surgeon 
General & National Action Alliance for Suicide Prevention, 2012).   
Aim 
The aim of this article is to examine the development of an assessment tool. This 
tool provides a means of evaluating state suicide prevention plans while promoting 
comprehensive suicide prevention strategies.      
Background 
Suicide is the 10th leading cause of death in the U.S. for all age groups 
(Hedegaard et al., 2018).  Overall, the goal of suicide prevention is to decrease risk 
factors that contribute to suicidality and increase factors that provide support, resilience, 
and well-being ( [SAMHSA], 2015).  Just as the cause of suicide cannot be reduced to 
one reason, the cure for suicide cannot be reduced to one remedy.  The 2012 NSSP 
consists of four strategic directions, 13 goals, and 60 objectives that reflect advances in 
suicide prevention knowledge, practice, and research intended to lead suicide prevention 
efforts for the 10 years following its implementation (Office of the Surgeon General & 
National Action Alliance for Suicide Prevention, 2012).  Based on the direction of the 
2001 and 2012 NSSPs, each of the 50 states created state-based suicide prevention plans, 
but the plans varied in areas of emphasis and strength; and many states are unable to 




National Action Alliance for Suicide Prevention, 2012).  Objective 5.1 of the 2012 NSSP 
promotes improvement of state-based plans with a directive to “Strengthen the 
coordination, implementation, and evaluation of comprehensive state/territorial, tribal, 
and local suicide prevention programming” (Office of the Surgeon General & National 
Action Alliance for Suicide Prevention, 2012, p. 76).  This would prove to be more 
difficult for some states than others (SAMHSA, 2017).       
Acknowledging that suicide rates were continuing to increase despite the 2012 
NSSP, in 2014 the NAASP instituted the National Strategy for Suicide Prevention 
Implementation Assessment Advisory Group (NSSP IAAG).  The purpose of the NSSP 
IAAG was to investigate how the 2012 NSSP was being implemented nationwide 
(Substance Abuse and Mental Health Services Administration, 2017).  The results were 
troubling.  The report stated among other things, “…a number of states reported that the 
National Strategy is a valuable, rich plan but has a heavy academic slant.  They did not 
find it to be a ‘community friendly’ tool that explains how to achieve the various 
objectives” ( p. 21).  They also determined that some states did not know how to select 
the best strategies, lacked the ability to evaluate implementation, and that no state or 
community had fully implemented the 2012 NSSP.  Various federal and private suicide 
prevention agencies and organizations offered recommendations for implementation 
strategies, types of programs, and various best practices, but the information was spread 
out among numerous websites and online training modules.  For state that struggled with 
the infrastructure to support suicide prevention activities, allocating personnel to research 




Since the NSSP IAAG report was disseminated, leading suicide prevention agencies 
began devising plans to meet the needs of the states and champion the national strategy.  
Federal agencies also increased their suicide prevention activities based on the report’s 
recommendations (National Action Alliance for Suicide Prevention Priority Group, 2017; 
SAMHSA, 2015).   
Methods 
In preparation for the development of the tool, recommendations of leading 
suicide prevention agencies were reviewed to determine current strategies and best 
practices.  The national agencies were chosen for the SSPA based on their long-standing 
commitment to suicide prevention, in-depth involvement and support of the 2012 NSSP 
and subsequent recommendations of the NSSP IAAG, as well as their support for suicide 
research and research-based suicide prevention strategies and practices.  The five 
agencies, identified in this article as “suicide experts” include: the 2012 National Strategy 
for Suicide Prevention, SAMHSA Guidance for State Suicide Leadership and Plans, the 
Suicide Prevention Resource Center’s (SPRC) Keys to Success, CDC Technical Package 
(CTP), and the National Action Alliance for Suicide Prevention’s (NAASP) Key 
Elements.  These agencies are also key resources for state leaders responsible for 
devising and implementing suicide prevention plans.  The recommendations of the 
suicide experts, identified as “chief elements,” were coalesced and used to formulate the 






The culmination of suicide expert information resulted in 51 chief elements 
incorporated into the SSPA.  Because the 2012 NSSP is considered the national blueprint 
for current suicide prevention strategies, the 13 goals identified by the 2012 NSSP were 
included as section one (Office of the Surgeon General & National Action Alliance for 
Suicide Prevention, 2012).   
Section two consists of recommendations from Substance Abuse and Mental 
Health Services Administration (SAMHSA) Guidance for State Suicide Prevention 
Leadership and Plan’s Key Plan Elements and Characteristics (Substance Abuse and 
Mental Health Services Administration, 2014).  SAMHSA, an agency within HHS, is 
responsible for public behavioral health efforts and the reduction of mental health 
disorders and substance abuse (SAMHSA, 2015).  The document provides state suicide 
prevention leaders seven areas of guidance for establishing a suicide prevention plan.   
Section three is comprised of the Suicide Prevention Resource Center’s (SPRC) 
Keys to Success (Suicide Prevention Resource Center, 2018a).  The SPRC is financially 
supported by a grant from SAMHSA (Suicide Prevention Resource Center, 2018a).  Its 
primary focus is advancing the NSSP’s implementation. In addition, it provides resources 
to increase the knowledge suicide prevention for professionals and supports other suicide 
prevention initiatives (Suicide Prevention Resource Center, 2018a).  The suicide 
prevention plans for all 50 state are available on the SPRC website.  The Keys to Success 
are six guiding principles identified by SPRC for effective suicide prevention (Suicide 




Section four contains the Centers for Disease Control and Prevention’s (CDC) 
Technical Package of Evidence-based Activities and Strategies (CTP) (Stone et al., 
2017).  The purpose of the CDC, a major component of HHS, is disease control and 
prevention, as well as environmental health and health promotion (Centers for Disease 
Control and Prevention, National Center for Injury Prevention and Control, 2018a).  The 
CTP is based on seven strategies, 18 approaches developed to advance the strategies, and 
evidence to support each approach (Stone et al., 2017).  Created after the NSSP IAAG’s 
assessment of the 2012 NSSP, the CTP’s purpose is to help states and communities focus 
on suicide interventions with the greatest potential to prevent suicide (Stone et al., 2017).  
The 18 approaches were incorporated into section four of the SSPA.     
The fifth and final section of the SSPA are the National Action Alliance for 
Suicide Prevention’s (NAASP) Seven Key Elements (National Action Alliance for 
Suicide Prevention Priority Group, 2017).  Also, a beneficiary of SAMHSA funding, the 
NAASP is a collaboration between public and private stakeholders whose mission is to 
advance the 2012 NSSP’s agenda.  The seven key elements of the NAASP support 
objective 5.2 of the 2012 NSSP: Encourage community-based settings to implement 
effective programs and providing education opportunities that will promote wellness and 
prevent suicidality (NAASP, 2017).   
There were duplications of strategies between the suicide expert’s 
recommendations.  Of the 51 chief elements, 22 duplicates were discovered.  To 
eliminate redundancy in scoring, the chief elements with duplicates were only included 
once, leaving 29 remaining chief elements to be used to evaluate the SSPPs.  To use the 




of the chief elements.  If the chief element is present, the “yes” box next to the element is 
marked.  If the key element is not present in the plan, the “no” box next to the element is 
marked.  To obtain a score for the assessment, all “yes” responses are summed, and the 
total becomes the SSPA score.  Before use in the study, the tool was piloted on five state 
plans to determine its feasibility for use.  Table 1 identifies the 51 key elements.  Shaded 
elements represent duplicate items.   
Table 4. Chief Elements of State Suicide Plan Assessment 
 
State Suicide Plan Assessment - Chief Elements Suicide Expert Agencies 
2012 National Strategy for Suicide Prevention 
- Goals 
2012 
NSSP SAMHSA SPRC CTP NAASP 
Integrate and Coordinate suicide prevention 
activities across multiple sectors and settings. X       
  
Implement research-informed communication 
efforts designed to prevent suicide by changing 
knowledge, attitudes, and behaviors.  
X         
Increase knowledge of the factors that offer 
protection from suicidal behaviors and that 
promote wellness and recovery. 
X         
Promote responsible media reporting of suicide, 
accurate portrayals of suicide and mental 
illnesses in the entertainment industry, and the 
safety of online content related to suicide. 
X         
Develop, implement, and monitor effective 
programs that promote wellness and prevent 
suicide and related behaviors.  
X         
Promote efforts to reduce access to lethal means 
of suicide among individuals with identified 
suicide risk. 
X         
Provide training to community and clinical 
service providers on the prevention of suicide 
and related behaviors. 
X         
Promote suicide prevention as a core component 
of health care services. X       
  
Promote and implement effective clinical and 
professional practices for assessing and treating 
those identified as being at risk for suicidal 
behaviors.  
X         
Provide care and support to individuals affected 
by suicide deaths and attempts to promote 
healing and implement community strategies to 
help prevent further suicides. 





Table 1. Chief Elements of State Suicide Plan Assessment (Continued) 
Increase the timeliness and usefulness of 
national surveillance systems relevant to suicide 
prevention and improve the ability to collect, 
analyze, and use this information for action.  
X         
Promote and support research on suicide 
prevention. X       
  
Evaluate the impact and effectiveness of suicide 
prevention interventions and systems and 
synthesize and disseminate findings.   
X         
SAMHSA Guidelines           
Data-driven: suicide statistics.     X       
Comprehensive: Multiple sectors, risk/protective 
factors, goals/objectives      X     
  
Collaborative: Public and private organizations.   X       
Public health approach.    X       
Lifespan approach.   X       
Utilize research and safe communications.    X       
Promote accountability: Monitored and analyzed 
annually   X     
  
SPRC - Keys to Success           
Engaging people with lived experiences in 
planning.     X   
  
Partnerships and collaboration.     X     
Safe and effective messaging and reporting      X     
Culturally competent approaches.     X     
Evidence-based prevention     X     
Support safe care transitions and create 
organizational linkages     X   
  
CDC Technical Package           
Strengthen household financial security 
(unemployment benefits).       X 
  
Housing stabilization policies (TANF).         X   
Coverage of mental health conditions in health 
insurance policies.       X 
  
Reduce provider shortages in underserved areas.       X   








Reduce access to lethal means among persons at 
risk of suicide NSSP 6       X 
  
Addresses organizational policies and culture.       X   
Community-based policies to reduce excessive 
alcohol use.       X 
  
Peer norm programs.       X   
Includes community engagement activities.       X   
Social-emotional learning programs        X   
Parenting skills and family relationship 
programs.       X 
  
Includes Gatekeeper training.       X   
Addresses crisis intervention.       X   
Treatment for people at risk of suicide        X   
Treatment to prevent re-attempts        X   
Postvention       X   
Safe reporting and messaging about suicide        X   
NAAASP           
Unity - Momentum around a shared vision         X 
Planning - Strategic Planning Process (data 
collection)         
X 
Integration - Use of multiple suicide strategies          X 
Fit - Alignment of activities with context, 
culture, and readiness          
X 
Communication - Clear, open consistent         X 
Data - Use of surveillance and evaluation data         X 





A major theme in of the 2012 NSSP is evaluation, collaboration, and 
comprehensive suicide prevention efforts at all levels of government (Office of the 
Surgeon General & National Action Alliance for Suicide Prevention, 2012).  Goals one, 
five, and thirteen of the 2012 national strategy outline objectives supporting 
comprehensive collaboration of efforts utilizing multiple organizations and programs; 
development and monitoring program effectiveness; and evaluation of impact (Office of 
the Surgeon General & National Action Alliance for Suicide Prevention, 2012).  Yet, it 
does not identify or provide a means of doing so, leaving states to their own devices.  
After review of discussions with state suicide prevention leads, review of federal activity, 
and surveying national suicide prevention organizations, the SAMHSA (2017, p. 9) 
assessment report provided formidable results in relation to state progress and needs. The 
primary need was for a “blueprint for community action” (2017, p. 9).  The report 
substantiated the state’s need for an example of what a collaborative, comprehensive 
suicide prevention effort should look like, as well as a need for “strategies and tools that 
communities can use as they implement their programs” (SAMHSA, 2017, p. 9).  The 
SSPA is a step in the right direction for filling this gap.   
Although each SSPP should be tailored to meet the needs of the community, the 
SSPA provides a “blueprint” to begin planning prevention strategies.  Its collaborative 
structure encompasses recommended suicide prevention strategies from five of the 
leading suicide prevention agencies in the U.S.  These agencies actively conduct research 




suicide prevention at the state level.  The suicide prevention recommendations of the 
agencies are evidence-based and support community collaboration. 
Because no standardized system of evaluation for SSPPs exists to objectively 
assess their effectiveness, the SSPA provides a standardized system of evaluation and can 
objectively assess effectiveness.  The tool provides a method for states to evaluate their 
suicide prevention plans and provides a means for collective assessment at the national 
level. The ability to conduct collective assessments may predict the most effective 
strategies over time and highlight the most effective evidence-based activities which can 
ultimately improve suicide rates in the U.S. 
An addendum of the NSSP IAAG’S assessment was released soon after the initial 
report. The purpose was to provide a crosswalk of three federal agencies, the Department 
of Defense (DoD), Department of Health and Human Services, and the Centers for 
Disease Control and Prevention regarding their progress implementing the 13 NSSP 
goals (SAMHSA, 2018).  Review of the addendum validated suicide prevention activity 
among the agencies.  However, much of the activity was in the form of grants, some of 
which have already been implemented, like the Garrett Lee Smith (GLS) grant of 2004 
and the national suicide hotline. The report also noted inter-agency collaboration 
(federal), inter-agency training (federal), and several task forces.  In relation to state 
concerns, the report noted the collaboration of the CDC, SAMHSA, and other subject 
matter experts to “gather information on facilitators/barriers to coordinating suicide 
prevention programming in states and develop key action steps for CDC and SAMHSA 




The SSPA has been implemented in one research study to date and performance 
criteria is not yet available.  According to Whiting et al. (2017), three components must 
be considered when determining the quality of an assessment tool; internal validity, 
eternal validity, and reporting quality.  The tool will continue to undergo refinement, 
including use in an additional study and the addition of predictive abilities through a 
regression or exploratory factor analysis.  Over time, the correlation between the chief 
elements and strategies that work will emerge with the goal of determining the number of 
chief elements needed for an effective suicide prevention plan and which elements are 
most critical for an effective suicide prevention plan.              
Conclusion 
The state suicide prevention assessment tool fills the evaluation gap identified by 
both the 2012 NSSP and the assessment of the 2012 NSSP.  It provides states with a 
means of evaluating their suicide plans and promotes a comprehensive strategy for 
suicide prevention planning.  While the presence of chief elements in a state’s suicide 
prevention plan does not equate implementation or guarantee lower suicide outcomes, it 
does increase accountability among state stakeholders to provide the infrastructure 
needed to support the chief elements, giving the SSPP an opportunity for success.  
Complete implementation will require an infrastructure that is committed to suicide 
prevention, implementation of evidence-based strategies, and ultimately, the benefits for 
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Suicide in High School Students and the Effectiveness of State Suicide Prevention Plans  
Abstract 
Problem: Suicide rates in the United States continue to increase even after a decade of 
advancements in suicide prevention.  In young people between the ages of 10 – 24 years, 
suicide is the second leading cause of death.  While a national prevention strategy exists, 
its effectiveness is questionable.  Although all 50 states have their own suicide prevention 
plans, their effectiveness is unproven, their content is inconsistent, and at times they are 
financially unsupported, which results in a lack of coordinated prevention efforts and 
inconsistency of prevention strategies.   
Theory:  The Social Cognitive Theory (SCT) guided this research study.  In the Social 
Cognitive Theory (SCT), Bandura proposed reciprocal determinism; that the individual’s 
personal factors, behavior, and the environment create each other and that there is a 
dynamic, reciprocal interaction between them.   
Purpose: The purpose of this study was to examine the relationship between state suicide 
prevention plans and suicide rates, suicidal ideation, and suicide attempts in high school 
students.    
Design/Methods: A retrospective correlational design was conducted using secondary 
analysis of the existing data from the 2015 Youth Risk Behavioral Surveillance System 
(YRBSS) survey of high school students grades 9 – 12 and the National Center for Injury 
Prevention and Control’s Web-Based Injuring Statistics Query and Reporting System 




conducted, using the State Suicide Plan Assessment (SSPA) developed by the researcher, 
and compared to the aggregated state rates for suicide outcomes.    
Results: There was a moderate negative correlation between the SSPA scores and suicide 
attempts overall and in suicide attempts in females.  The SSPA evaluation showed 
substantial variations between the SSPPs in content, strategies, and chief elements.    
Conclusion:  SSPP do have an impact on the suicide attempt outcome.     
Keywords: suicide, high school students, suicide prevention, state suicide prevention 



















Suicide in High School Students and the Effectiveness of State Suicide Prevention Plans 
 Suicide is a serious public health concern.  It is a complicated behavior that 
causes an individual to end their own life (Office of the Surgeon General & National 
Action Alliance for Suicide Prevention, 2012).  Although suicide appears to be a self-
destructive act, its multidimensional, negative impact on families, friends, and 
communities make this tragedy a significant global health concern.  According to a June 
2018 Centers for Disease Control and Prevention press release, suicide rates increased by 
more than 30 percent in 25 states in 2016.  Suicide is the second leading cause of death 
among young people ages 10-24 years and the tenth leading cause of death overall in the 
U.S (Stone et al., 2017).  The results of the 2015 YRBS show that in 2015, 17.7% of high 
school students had thoughts of attempting suicide compared to 13.8% in 2009; 14.6% of 
high school students made a plan to commit suicide in 2015 compared to 10.9% in 2009; 
and 8.6% of high school students attempted suicide in 2015 compared to 6.3% in 2009 
(Centers for Disease Control and Prevention, Division of Adolescent and School Health, 
2016).  There were 100 – 200 suicide attempts for every successful suicide in children 
and teenagers (Beck-Little & Catton, 2011).  As suicide rates continue to increase, 
researchers are working to identify the cause for the increase in suicidality.    
Mental health is important to individuals of all ages.  Mental health affects well-
being, relationships, ability to live a productive life, and is a vital component of overall 
health  (Healthy People 2020, 2018b).  Adolescence is an essential time of transition for 
children ages 10 to 19 years and encompasses many environmental and biological 
influences, as well as social and psychological changes that can affect mental health 




development can determine current and future health habits and health risks (Healthy 
People 2020, 2018a).  During early adolescence, it is vitally important to prevent suicidal 
tendencies and behaviors (Healthy People 2020, 2018a; Wyman, 2014).  Attempted 
suicide is highest during adolescence, with a suicidal attempt increasing the chance of 
additional attempts (Wyman, 2014).  Many young adults with suicidal behavior 
experienced suicidal behavior as adolescents (Schilling, Aseltine, & James, 2016).  There 
is no one reason an individual commits suicide, and mental disorders are a significant risk 
factor in adolescents (Hawton, Comabella, Haw, & Saunders, 2013; Hawton & Van 
Heeringen, 2009; Ho et al., 2011).  At least 90% of suicide victims were undiagnosed for 
mental disorders that were treatable (Hawton et al., 2013; Lewiecki & Miller, 2013; 
Torcasso & Hilt, 2017; Waldvogel, Rueter, & Oberg, 2008).  Depression is a mental 
disorder that can lead to significant physical, social, and educational impairments, as well 
as increase in other risk behaviors, such as suicide in adolescents (Calear & Christensen, 
2010; LaFromboise & Hussain, 2015; Lewiecki & Miller, 2013; Ozer, Yildirim, & Erkoc, 
2015).  In 2014, adolescents experienced higher rates of depression than in previous years 
from 2004 – 2012 with approximately three million adolescents diagnosed with a 
depression episode within the last 12 months (Curtin, Warner, & Hedegaard, 2016).  
Adolescents with depression are more likely to have suicidal thoughts at four times the 
rate and attempt suicide at six times the rate as other adolescents, making treatment of 
suicidal thoughts and behaviors critical to preventing suicide (LaFromboise & Hussain, 
2015; Lewiecki & Miller, 2013).   
Suicide does not have one cause; therefore, prevention efforts will not have one 




been disjointed due to lack of coordinated organization and prioritization (Office of the 
Surgeon General & National Action Alliance for Suicide Prevention, 2012).  It was not 
until 1997 that suicide was recognized as a national health problem and priority by the 
federal government (Office of the Surgeon General & National Action Alliance for 
Suicide Prevention, 2012).  In 2004, the Public Health Services Act expanded to include 
the Youth Suicide Early Intervention and Prevention Expansion Acts.  This act awarded 
grants to eligible entities that engaged in suicide intervention and suicide prevention 
activities for youth if they met and complied with outlined criteria.  Eligible entities 
included states, public and nonprofit organizations, and schools and institutions of higher 
learning (Library of Congress, 2004).  The act only provided funding and did not 
mandate implementing prevention strategies for youth at state level or in organizations 
(public or private), schools, or institutions of higher learning.  Prior to 2001, there was no 
coordinated national strategy (Hogan & Goldstein, 2016; U.S Department of Health and 
Humans Services Office of the Surgeon General & National Action Alliance for Suicide 
Prevention, 2012).  
In 2001, the National Strategy for Suicide Prevention (NSSP) was released by 
HHS and the Office of the Surgeon General.  It was the first national strategy established 
to create a coordinated suicide prevention effort between national, state, local, and private 
entities (Office of the Surgeon General & National Action Alliance for Suicide 
Prevention, 2012).  The 2001 NSSP was revised in 2012.  Like the 2001 NSSP, the 2012 
NSSP also called for the collaboration of national, state, local, and private agencies, but it 




(Office of the Surgeon General & National Action Alliance for Suicide Prevention, 
2012).   
State suicide prevention plans vary in content, scope, and coordination efforts 
(Office of the Surgeon General & National Action Alliance for Suicide Prevention, 
2012).  No guidelines were specified concerning plan content, creating significant 
variations in populations served, private sector involvement, and policies among states 
(Office of the Surgeon General & National Action Alliance for Suicide Prevention, 
2012).  In addition, no standardized system of evaluation for state suicide plans exists to 
objectively assess their effectiveness.  Currently, states create and are supposed to 
evaluate their own plans (Office of the Surgeon General & National Action Alliance for 
Suicide Prevention, 2012).   
High schools are primary care settings for adolescents and are considered one of 
the best locations for suicide prevention efforts for at-risk youth (Calear et al., 2016; 
Labouliere, Tarquini, Totura, Kutash, & Karver, 2015; Shannonhouse, Lin, Shaw, & 
Porter, 2017; Surgenor, Quinn, & Hughes, 2016).  Suicide prevention in adolescents has 
been hindered by challenges identifying adolescents that are at risk (Katz et al., 2013; 
Labouliere, Tarquini, Totura, Kutash, & Karver, 2015).  Suicidal adolescents often 
hesitate to seek help because seeking help is viewed as being weak (Surgenor, Quinn, & 
Hughes, 2016).  Unfortunately, this leaves identifying signs and symptoms in at-risk 
teens up to those around them who are often untrained in identifying suicide  risk factors 
and warning signs (Surgenor et al., 2016).  Goal seven of the 2012 NSSP focuses on 




45) and recommends that school and colleges should “train relevant school staff to 
recognize students at potential risk of suicide and refer to appropriate services” (p. 46). 
Gatekeeper training increases the participant’s identification and response skills to 
suicide warning signs and risk factors (Katz et al., 2013; Robinson et al., 2013).  A study 
conducted by Litteken and Sales (2017) validates the long-term and short-term 
effectiveness of Question, Persuade, Refer (QPR) training, one of the most widely used 
gatekeeper training programs (Litteken & Sale, 2018).  Curriculum-based (school-based) 
programs are delivered universally to the entire student population.  Curriculum-based 
programs, such as the Signs of Suicide (SOS), have been found to be effective by 
increasing protective factors while reducing risk factors (Calear et al., 2016; Cooper, 
Clements, & Holt, 2011).  Regrettably, school staff are often not trained or prepared to 
assist students at risk for suicide (Walsh, Hooven, & Kronick, 2013).  Recognizing the 
need for teachers to receive suicide prevention training, the State of Tennessee was the 
first to pass the Jason Flatt Act in 2007 (The Jason Foundation, 2018).  The Jason Flatt 
Act mandates that all teachers receive two hours of suicide prevention and awareness 
training annually in order to maintain their license (The Jason Foundation, 2018).  
Currently, 19 states have mandated the Jason Flatt Act (The Jason Foundation, 2018).  
The suicide training requirement for teachers in the remaining 31 states varies, ranging 
from states that only encourage suicide prevention training to states that mandate 
training, but not annually (American Foundation for Suicide and Prevention, 2017).  At a 
time when suicide is the second leading cause of death among adolescents, there is no 
federal legislation that mandates the implementation of suicide prevention training for 




and prevention activities in schools optional for state policy makers, school districts, and 
state education administrators. (Cooper et al., 2011).     
Suicide is preventable (Office of the Surgeon General & National Action Alliance 
for Suicide Prevention, 2012).  More suicide prevention agencies and prevention 
programs exist now than ever before (Substance Abuse and Mental Health Services 
Administration, 2017).  The U.S. Department of Health and Human Services (HHS) is 
responsible for promoting public health and oversees suicide prevention agencies and 
programs with the most extensive reach including the CDC, SAMHSA, the National 
Institute of Mental Health (NIMH), the U.S. Department of Defense and Veteran Affairs 
Suicide Prevention Office, Indian Health Service, and the Suicide Prevention and 
Resource Center, and Healthy People 2010 and 2020.  The number of suicide prevention 
entities have increased; unfortunately, so has the annual suicide rate with no clear reason 
as to why.  The purpose of this study is to examine the relationship between state suicide 
prevention plans and suicide rates, suicidal ideation, and suicide attempts in high school 
students through the assessment of chief elements in each state’s suicide prevention plan.  
Background 
A review of literature was conducted using the concepts of suicide (including 
ideation and attempts), prevention strategies, adolescents, mental health, suicide 
mandates, state and federal laws, and state suicide prevention plans. Databases used 
include CINAHL Complete, MEDLINE, and PsycINFO.  In a research area where 
empirical data are limited, it is even more challenging to find studies that included 





The 2012 NSSP defines suicide as “death caused by self-directed, injurious 
behavior with any intent to die as a result of the behavior” (Office of the Surgeon General 
& National Action Alliance for Suicide Prevention, 2012, p.14).  Because of the nature of 
suicide, it is difficult to follow an adequate number of research subjects to explore 
outcomes, and longitudinal suicide prevention studies are brief and few in number 
(Lynch, 2014; Waldvogel et al., 2008).  A study by the National Action Alliance for 
Suicide Prevention (NAASP) examined the utilization of population health outcome 
models to reduce the number of deaths by suicide in the U.S. (Lynch, 2014).  The 
purpose of the study was to use statistical models to estimate the likelihood of health 
outcomes of specific health problems based on various interventions (Lynch, 2014).  
Using a model based on the Markov cohort simulation, suicide attempts and suicide 
deaths for various therapeutic scenarios over one to five-year timeframes were estimated.  
The sample, taken from the U.S. Consumer Product Safety Commission injury 
surveillance and National Electronic Surveillance System, was of individuals who could 
benefit from a psychotherapeutic intervention following an attempted suicide.  A 
systematic review of suicide attempts and death and effectiveness of the 
psychotherapeutic interventions was conducted.  The review, which also included 
individuals below the age of 18 years, estimated that the effect of psychotherapy on 
suicide attempts resulted in a 24% reduction in suicide attempts RR=0.76, 95% CI=0.61, 
0.96.  Due to the limited number of deaths, results of the study could not evaluate the 
effect of psychotherapeutic intervention on reducing death by suicide.  Study results also 




number of suicide attempts by 18,737 over one year, resulting in 2,498 less deaths by 
suicide and reduced suicide attempts by 109,306 over five years, resulting in 13,928 
fewer suicide deaths.  Although the results from the study do not provide definitive 
solutions for suicide prevention, the findings do indicate that health outcome models can 
provide a better option for identifying the most effective interventions.  
An important risk factor for suicide is ideation, which can lead to suicide attempts 
(Pratt & Brody, 2014; Substance Abuse and Mental Health Services Administration, 
2015; Waldvogel et al., 2008).  Suicidal ideation are thoughts about suicide that may 
include planning a suicide attempt (Pratt & Brody, 2014; Substance Abuse and Mental 
Health Services Administration, 2015; Waldvogel et al., 2008).  This cognitive process of 
suicidal thoughts puts adolescents at a higher risk for attempting and successfully 
committing suicide (Angel & Pietrangelo, n.d.; Pratt & Brody, 2014; Substance Abuse 
and Mental Health Services Administration, 2015; Waldvogel et al., 2008).  To determine 
the immediate precursors of suicide, a study conducted in Canada examined suicidal 
ideation and attempts in 1,922 middle and high school students ages 11-20 years over a 
12-month period (Sampasa-Kanyinga, Dupis, & Ray, 2017).  The purpose of the study 
was to identify prevalence and correlations of suicidal ideation and attempts in students 
grades 7-12 using the Ontario Student Drug Use and Health Survey (OSDUHS), a 
biennial cross-sectional school-based survey.  Results showed an overall prevalence of 
10.8% for suicidal ideation and 3.0% for suicide attempts.  Correlations for suicidal 
ideation included being a female, using alcohol, and cannabis use.  Correlations for 
suicide attempts included tobacco use.  Bullying was correlated with both suicidal 




suicidal ideation and suicide attempts.  Despite limitations, the study results validate that 
risky behaviors, bullying, and being a female are associated with suicidal ideation and 
suicide attempts.  In addition, increases in suicidal ideation has resulted in a 12% increase 
in emergency room visits annually (Owen et al., 2017).    
State Suicide Prevention Plans 
State suicide prevention activities are important to reducing the suicide rate 
(NAASP, 2017).  Yet information concerning state suicide prevention plans (SSPP) is 
limited.  Since the inception of the 2001 NSSP, suicide prevention activity planning has 
increased at the state level (Substance Abuse and Mental Health Services Administration, 
2017).  However, state planners face substantial implementation challenges, as there is 
no single model of success (Lubell, Singer, & Gonzalez, 2008).  Prior to the 2012 
revision of the NSSP, state planners sought guidance on implementation of their suicide 
plans, as empirical information on creating and sustaining effective state suicide 
prevention plans is quite limited (Lubell et al., 2008).  In response to state concerns, the 
CDC conducted a two-phase qualitative research study in order to document 
development of a suicide prevention plan and to identify key components of successful 
state-based suicide prevention planning (Lubell et al., 2008).  The study provided key 
findings that remain relevant and later influenced the guidance provided by other 
agencies (Substance Abuse and Mental Health Services Administration, 2017).  From the 
study, four main factors emerged that affect successful suicide prevention planning and 
implementation: establishing a leadership group, framing the issue of suicide, seeking 




study identified that national-level assistance was needed to develop intermediate 
benchmarks (Lubell et al., 2008).   
 Acknowledging that state suicide prevention efforts greatly varied, in 2014, 
SAMHSA published guidelines for state suicide prevention for leadership and plans 
(SAMHSA, 2014).  This was not a study, but recommendations based on best practices 
and guidelines identified by SAMHSA and the 2012 NSSP (Substance Abuse and Mental 
Health Services Administration, 2014).  The recommendations in the guidelines focused 
on a collaborative community approach such as vieiwing suicide as a public health 
problem and using a lifespan approach.  The recommendations also emphasized data and 
research, as well as accountability.  However, some states were struggling with 
determining what to do for prevention activities (Substance Abuse and Mental Health 
Services Administration, 2017).  Within the last three to five years, national agencies 
have devised plans for implementing suicide prevention activities based on the NSSP 
IAAG report findings and state needs (National Action Alliance for Suicide 
PreventionPriority Group, 2017; Substance Abuse and Mental Health Services 
Administration,2015).  Those recommendations must be incorporated into the state’s 
suicide prevention plans to experience the potential positive impact on suicide statistics.   
The SAMHSA also provides grants to agencies supporting suicide prevention 
activities such as the Suicide Prevention Resource Center (SPRC).  The SPRC was 
established in 2005 to support the advancement of the NSSP through training, technical 
assistance, and collaboration (Suicide Prevention Resource Center, 2018a).  The suicide 
prevention plans for all 50 states can be found on the SPRC website.  As a resource for 




provides guidance for suicide prevention by addressing three primary areas identified as 
strategic planning, keys to success, and a comprehensive approach, most of which are 
based on the NSSP (Suicide Prevention Resource Center, 2018b). Despite these 
resources, some states continue to struggle with creating effective plans (Substance 
Abuse and Mental Health Services Administration, 2017).  
In 2014, the National Strategy for Suicide Prevention Implemention Assessment 
Advisory Group (NSSP IAAG) was assembled (Substance Abuse and Mental Health 
Services Administration, 2017).  Established by the NAASP, the NSSP IAAG would 
assess how states were implementing the NSSP and make recommendations for 
challenges identified as a result of its assessment (Substance Abuse and Mental Health 
Services Administration, 2017).  According to the NAASP (2017), the goal of the NSSP 
IAAG was to “inform national stakeholders and policymakers as they work to enhance 
and refine efforts to advance the National Strategy and to save lives in this country” (p. 
8).  While the NSSP IAAG confirmed the progress being made in all the 2012 NSSP 
goals across the states, it also confirmed that “significant variability in both the 
magnitude of the effort and the potential for having a measurable impact on reducing 
suicidal behavior” (SAMHSA, 2017, p. 9).  According to the NSSP IAAG (2017), “most 
states are doing at least some promotion of evidenced-based strategies but lack the ability 
to determine whether the extent to which their implementation has been successful” (p. 
22).  Overall, the report determined that although state suicide prevention activities had 
increased, efforts to apply all known prevention strategies in an all-inclusive suicide 




 General recommendations by the NSSP IAAG included the need for states to 
increase research efforts and continue improving and assessing their efforts (SAMHSA, 
2017).  They also specified four additional recommendations for suicide prevention 
planning (SAMHSA, 2017).   The first recommendation, Infrastructure Improvements, 
proposed states needed to improve their infrastructure which included establishing 
leadership and an operational alliance between multiple sectors.  There were also 
concerns about funding state suicide prevention plans.  The SAMHSA GLS grants, and 
charities provided much of the funding for prevention efforts in the states, but funding 
was limited.  Loss of this funding could result in loss of established infrastructure 
including staffing and ability to sustain suicide prevention work.  The second 
recommendation, Blueprint for States, contended it was arduous to implement the NSSP 
when there were no guidelines from national leadership.  One state representative stated: 
…it would be really helpful if there was a toolbox that includes model 
guidelines…. If you leave people to their own devices to develop their own 
protocols and their own guidelines, they will spend an enormous amount of time 
and resources developing them. And what each group develops…could be vastly 
different.   
The NSSP IAAG recommended a national body provide more specified guidance to 
states to facilitate the establishment of community-based suicide prevention plans 
including what a “stable, comprehensive, and coordinated suicide prevention effort might 
look like” (p. 9). Also, states needed defined roles for public and private stakeholders, as 
well as strategies and the tools to implement suicide plans and interventions. As a third 




recommended quarterly or bi-annual meetings conducted between private and public 
sectors. Lastly, Monitoring of the NSSP implementation suggested the implementation 
process of states be monitored including, impact, challenges and recommendations as 
needed (SAMHSA, 2017).  The NSSP IAAG felt conducting annual reviews with an 
online tool would be beneficial and allow state updates to make regularly (SAMHSA, 
2017).  At the end of the assessment, the NSSP IAAG was unable to find any state or 
community that had successfully implemented all aspects of an effective suicide 
prevention plan (SAMHSA, 2017).  After submission of the report to the Action Alliance 
in 2015, national agencies have increased activities to move the 13 goals of the 2012 
NSSP forward (SAMHSA, 2017).  An addendum to the NSSP IAAG’s assessment was 
released in 2018 outlining the progress of the national agencies (Action Alliance for 
Suicide Prevention Impact Task Force & Substance Abuse and Mental Health Services 
Administration, 2018).   
In response to the NSSP assessment report, the CDC and the NAASP 
simultaneously released tools to address concerns and challenges implementing the 2012 
NSSP identified by the states (National Action Alliance for Suicide Prevention Priority 
Group, 2017).  The CDC developed a technical package (Appendix B).  The purpose of 
the CDC technical package was to provide states with strategies that have the most 
potential to prevent suicide (Stone et al., 2017).  The strategies focus on three 
components; strategy, approach, and evidence (Stone et al., 2017).  The NAASP report 
focused on the 2012 NSSP’s objective 5.2 which encouraged communities to implement 
suicide prevention programs that includes components of education, wellness promotion, 




consisted of seven key elements meant to guide states through planning and 
implementation (National Action Alliance for Suicide Prevention Priority Group, 2017).  
See Appendix C)  
Deaths by suicide are touching the lives of people nationwide.  Increases in 
suicide prevention activity has not reciprocated decreases in suicide outcomes.  Risk 
factors such as suicidal ideation directly contribute to suicide attempts and deaths.  States 
have encountered challenges to implementing their suicide plans, as well as the 2012 
NSSP Limitations in empirical data related to suicide prevention plans has made 
developing effective plans more challenging.     
Theoretical Framework 
The theoretical framework for this study was the Social Cognitive Theory 
(Bandura, 1986). The Social Cognitive Theory (SCT) explains the way individuals 
acquire and maintain behavior, which is unique to individuals (Bandura, 1998).  In SCT 
(Appendix D), there is a dynamic, reciprocal interaction between the personal factors, 
environmental factors, and behaviors that Bandura called reciprocal determinism 
(Bandura, 1998).  In this study, the suicide prevention plans created environmental 
factors that reciprocally interact with personal factors such as suicidal ideation, and 
behaviors such as suicide attempts.  For example, a SSPP that requires all high school 
personnel and students undergo suicide prevention training can create an environment 
that fosters thoughts and behaviors that are less judgmental and more accepting of 
students that are at risk.  In turn, those behaviors prompt those at risk to seek help when 
experiencing suicidal ideation, which can in turn affect their suicidal behaviors, which 




individual’s environment, personal factors, and behaviors reciprocally affect each other, 
identifying the best suicide prevention strategies specific to the needs of the state is 
critical.  Conceptual and operational elements of the study are defined (See Table 5).  
Table 5. Conceptual and Operational Definitions 
Table 5. Conceptual and Operational Definitions (Continued) 
Variable Conceptual definition Operational definition 
Personal   
Suicidal Ideation Thoughts about suicide that 
may include making a plan to 
commit suicide.  
(Waldvogel et al., 2008) 
 
Results from questions 27 and 28 of the 2015 
YRBS were used to evaluate this variable. 
Question 27 states “During the past 12 
months, did you ever seriously consider 
attempting suicide?” Response options are 
dichotomous, “A Yes”, “B No.” 
 
Question 28 states “During the past 12 
months, did you make a plan about how you 
would attempt suicide?”  Response options 
are dichotomous,   
“A Yes”, “B No.”     
Demographics Study demographic data 
includes gender - male and 
female; race – American Indian 
(AI)/Alaskan Native (AN), 
Asian, Black, Hispanic, White; 
and sexual orientation – 
heterosexual, gay or lesbian, 
bisexual, gay, lesbian, or 
bisexual, not sure of sexual 
orientation.   
Results from the YRBS will provide 
demographic data including gender, race, 
and sexual orientation for each question, 27, 
28, 29, 30.   
Environment   
State Suicide 
Prevention Plans 
Plans created by individual 
states that include strategies for 
suicide prevention.  
The State Suicide Plan Assessment (SSPA) 
tool were used to evaluate all state suicide 
prevention plans (SSPP). There are 29 total 
key elements in the SSPA and SSPPs are 
evaluated for the presence (1=yes) or 
absence (0=no) of each chief element.  The 
total score ranged from 0-29. 
Behavior    
Suicide Rate  Age-adjusted percentage based 
on the number of deaths caused 
State data for suicide rates is provided by the 






 The following research questions were investigated: 
• Is there a relationship between state suicide prevention plans and state suicide 
rates in the general population and the adolescent population? 
• Is there a relationship between state suicide prevention plans and suicidal ideation 
in high school students?   
• Is there a relationship between state suicide prevention plans and suicide attempts 
in high school students?  
Design  
A retrospective correlational design was conducted using secondary analysis of 
existing data from the 2015 Youth Risk Behavioral Surveillance System (YRBSS) and 
suicide statistics from the National Center for Injury Prevention and Control using the 
Web-based Injury Statistics Query and Reporting System (WISQARS). 
by suicide per 100,000, usually 
measured year to year. 
(NIMH, 2017) 
Control using the Web-based Injury 
Statistics Query and Reporting System 
(WISQARS).  
Suicide Attempt Nonfatal, injurious behavior 
directed at one’s self with the 
intent to cause death. 
(Office of the Surgeon General 
& National Action Alliance for 
Suicide Prevention, 2012) 
Results of the questions 29 and 30 from the 
of the 2015 YRBS will be used to evaluate 
this variable.  
Question 29 states “During the past 12 
months, how many times did you actually 
attempt suicide?” Response scale options 
include “A - 0 times, B - 1 time, C - 2 or 3 
times, D - 4 or 5 times, E - 6 or more times.” 
 
 Question 30 states “If you attempted suicide 
during the past 12 months, did any attempt 
result in an injury, poisoning, or overdose 
that had to be treated by a doctor or nurse?”  
Response scale options include “A -0 times, 
B – 1 time, C – 2 or 3 times, D – 4 or 5 





Sample   
The sample was taken from states that participated in the 2015 YRBS.  The 2015 
data was chosen because it was the most current data at the time the study began.  Since 
2003, the CDC has provided funding for states to conduct their own surveys (Centers for 
Disease Control and Prevention, Division of Adolescent and School Health, 2013).  State 
surveys were conducted by state agencies or state education department (Centers for 
Disease Control and Prevention, Division of Adolescent and School Health, 2013).  All 
results were aggregated.  In order for the CDC to include a school’s surveys, a response 
rate > to 60% was required.  This criterion was used to ensure that the data represented 
students in grades 9–12 in that state. The overall state response rate was calculated by 
multiplying the school response rate by the student response rate. A weight is applied to 
each student record to adjust for student nonresponse and the distribution of students by 
grade, sex, and race/ethnicity in each jurisdiction. Therefore, weighted estimates were 
representative of all students in grades 9–12 in each jurisdiction.  The state level YRBS 
sample for this study provided data representative of high school students in the states 
(Centers for Disease Control and Prevention, Division of Adolescent and School Health, 
2013).    
The eligibility of states was determined as follows.  Out of the 50 states, three 
states (Minnesota, Oregon, and Washington) chose not participate in the YRBS (Centers 
for Disease Control and Prevention, Division of Adolescent and School Health, 2016b).  
and had no data to report.  Ten of the remaining 47 states did not have a response rate of  




(Centers for Disease Control and Prevention, Division of Adolescent and School Health, 
2016b).  Thirteen states were excluded because the SSPP effective date did not include 
the year 2015, the year the YRSB survey data was collected.  The final sample eligible 
SSPPs was 24 states.    
Informed Consent 
IRB approval was obtained for a retrospective analysis and is included as 
Appendix E.  The YRBSS obtained consent prior to the administration of the 2015 YRBS 
survey (Centers for Disease Control and Prevention, Division of Adolescent and School 
Health, 2016b).  Data for suicide rates, suicidal ideation, and suicide attempts was 
aggregated state level data.  In addition, ten states did not give permission to the CDC to 
share their 2015 YRBS survey results.  For those states, the researcher requested 
permission to obtain and use weighted data from the state’s YRBS coordinators.  
Permission was granted.      
Instruments 
Youth Risk Behavioral Survey (YRBS).  The Youth Risk Behavior Surveillance 
System (YRBSS) utilizes the YRBS to monitor six health-risk behaviors that the CDC 
has deemed priority in youth and young adults (Centers for Disease Control and 
Prevention, Division of Adolescent and School Health, 2016b).  The six categories 
include behaviors that contribute to: (1) unintentional injuries and violence; (2) sexual  
behaviors that can lead to STDs, including HIV, and unintended pregnancy; (3) tobacco 
use behaviors; (4) drug and alcohol use; (5) unhealthy dietary behaviors and; (6) lack of 
physical activity. The standard survey consists of 89 questions.  See Appendix F, YRBS 




The CDC conducted two test-retest reliability studies in 1992 and 2000 (Centers 
for Disease Control and Prevention, Division of Adolescent and School Health, 2013).  
Based on results, questions were revised or replaced as needed.  There has been no study 
to validate all of the YRBS self-reported questions (Centers for Disease Control and 
Prevention, Division of Adolescent and School Health, 2013).  In a 2003 review of 
empiric literature, the CDC concluded that even though self-reported behavior response 
could be affected by cognitive and situational factors, the validity of the self-report 
questions was not threatened (Centers for Disease Control and Prevention, Division of 
Adolescent and School Health, 2013).   
State Suicide Plan Assessment (SSPA).  The State Suicide Plan Assessment 
(SSPA) tool, developed by the researcher, was used to assess the suicide prevention plans 
in all states.  Chief elements in the SSPA were comprised from recommendations made 
by multiple leading national suicide prevention agencies.   
The SSPA consists of 51 total chief elements from five national agencies. The 
chief elements were derived from the recommendations of five national suicide 
prevention agencies or agency reports including the 2012 National Strategy for Suicide 
Prevention Goals, SAMHSA Guidance for State Suicide Leadership and Plans, SPRC 
Keys to Success, CDC Technical Package, and NAASP Key Elements.  The national 
agencies were chosen for the SSPA based on their long-standing commitment to suicide 
prevention, their in-depth involvement and support of the 2012 NSSP and the 
recommendations of the NSSP IAAG, as well as their commitment to suicide research 
and the development of evidence-based practices for suicide.  Each agency and its 




assessment, the chief elements were reviewed for duplications.  Some chief elements 
overlapped and were in more than one agency’s recommendations resulting in a total of 
29 scored items (Appendix G).  To score the SSPA, each “yes” response was counted as 
one and added together to generate the SSPA score, representing the number of key 
elements present in the SSPP  
Data Collection   
 Existing data on suicide ideation and attempts were obtained from the 2015 
YRBS (survey questions 27, 28, 29, and 30) provided by the CDC.  In addition, 2015 
official state suicide rates were also obtained from the National Center for Injury 
Prevention and Control using the Web-based Injury Statistics Query and Reporting 
System (WISQARS).  Electronic versions of all SSPPs are contained on the SPRC 
website and copies were downloaded for assessment.  If the SSPP was post-2015, it was 
not included in the sample.  Each SSPP was reviewed for the inclusion of each chief 
element.  Once the assessment of all chief elements was completed, the score was 
calculated.  Results of the SSPA were entered into an Excel database along with YRBS 
results for further analyses.    
Analysis 
All research questions were analyzed using a retrospective, correlational analysis.  
A significance level of p < 0.05 (2 tailed) was used.  Data screening was performed first, 
followed by assumption testing.  The Statistical Package from the Social Sciences (SPSS) 
was used to complete an analysis of the quantitative data.  Correlation analysis was used 
to determine the relationship between the variables.  Since this type of study and state 




about the relationship between the variables and a two-tailed test was used.  Research 
questions guided the correlations.     
The 24 states sample used in the study represented a total of 141,152 high school 
students in grades 9 – 12 who participated in the YRBS; the overall survey response rate 
of the 24 states was 69.2%.  Twenty-seven percent of students were in the 9th grade, 26% 
of students were in the 10th grade, 24% of students were in the 11th grade, and 23% of 
students were in the 12th grade.  Female students comprised 49.2% of the survey 
participants while males were 50.8% of the states in the sample.  Students participating in 
the survey were 61.4% white, 12.8% black, 14.5% Hispanic, and 11.3% other.    A 
summary of the participation results is below in Table 6.     
Table 6. Demographic of Study Sample States 
Site Sample Survey Response Female Male 9
th 10th  11th  12th  White Black Hispanic Other 
Alabama 1,565 68 49.4 50.6 27.2 26.1 23.7 22.8 57.2 33.9 5.3 3.7 
Arkansas 2,880 62 49.1 50.9 26.6 26 23.8 23 63.6 21.4 10.4 4.6 
California 1,943 66 48.8 51.2 26.7 25.8 24.1 23.3 26.5 3.3 50.6 19.7 
Delaware 2,777 73 49 51 29.4 25.7 22.6 22 48.8 30 15.3 5.9 
Hawaii 6,089 78 50.1 49.9 28.8 25 22.7 23.2 14.4 0.6 8.9 76.1 
Idaho 1,760 77 48.4 51.6 27.2 26 24.2 22.5 78.3 1 15.8 5 
Illinois 3,282 61 49.1 50.9 26.8 25.4 24.1 23.4 55.9 14.8 22.4 6.8 
Indiana 1,912 60 49.1 50.9 26 25.4 24.8 23.8 74.6 10.4 8.8 6.2 
Kentucky 2,577 77 49.1 50.9 27.6 26 23.4 22.7 81.8 10.9 3.6 3.6 
Maryland 55,596 82 49.2 50.8 28.1 25.1 23.5 22.8 41.9 34.7 12.8 10.5 




Female Male 9th 10th  11th  12th  White Black Hispanic Other 
Massachusetts 3,120 61 49.6 50.4 26.3 25.2 24.6 23.6 66.8 8.8 16 8.4 
Michigan 4,816 66 49.5 50.5 26.7 26 23.7 23.2 71.7 16 5.9 6.3 
Missouri 1,502 63 51.2 48.8 26.5 25.2 24.6 23.6 74.9 16 4.6 4.5 
Nevada 1,452 66 48.8 51.2 25.9 25.8 24.7 23.5 35.9 9.8 40.1 14.2 





Carolina 6,178 60 49.1 50.9 29 26.1 23.6 21.3 53.1 26.9 12.5 7.5 
North Dakota 2,121 81 48.5 51.5 25.4 25.4 24.6 24.4 81.7 1.6 3.8 12.9 
Oklahoma 1,611 69 51.2 48.8 27.3 25.9 24 21.9 53.2 8.9 13.2 24.7 
Pennsylvania 2,899 64 49 51 25.9 25 24.3 24.2 71.8 14.7 8.6 4.9 
Rhode Island 3,462 68 48.9 51.1 25.7 23.8 25.5 24.4 63.2 7.9 22.1 6.8 
South 
Carolina 1,358 63 49.4 50.6 30 25.9 22 22 54.4 37 6.1 2.6 
South Dakota 1,313 67 48.7 51.3 27.3 26 23.4 22.9 76.8 1.2 4.4 17.6 
Vermont 21,013 77 49.1 50.9 24.9 24 26.1 24.7 84.2 2.4 4.6 8.8 
West Virginia 1,622 77 49.1 50.9 28 25.4 23.7 22.7 91.2 5.2 1.5 2 
  
Procedures to Enhance Control 
 There was missing data throughout the dataset; primarily because a state did not 
participate in a particular survey question or a missing ethnicity because there was no one 
of that ethnicity representing a state.  Bhaskaran & Smeeth (2014) described this as 
missing at random (MAR), meaning although systematic difference may be present 
between missing and observed values, the missing data can be explained by other 
observed variables and are distributed within a subset.  Prior to conducting the analysis, 
the data were imported into SPSS and reviewed for accuracy.            
Results 
State Suicide Prevention Plans   
The state suicide prevention plans for the 24-state sample group varied in most 
categories.  The length of the plans ranged from 1 to 198 pages.  Plan dates of the sample 
group ranged from 2007 to 2018; some plans had no end dates.  Eight of the plans were 
out of date and ended prior to 2015 with no plan updates.  The content of each state’s 
prevention plan was assessed by comparing the chief elements of the SSPA to the content 




Table 7. State SSPA and Suicide Outcome Summary 
Results - Suicide Outcomes - States 


















Alabama  1 14.9 5.9 17.5 13.7 11.2 4.3 
Arkansas 11 19.1 5.5 18.9 16.7 12.1 4.6 
California  24 10.3 4.0 17.9 15.2 8.2 1.9 
Delaware  23 12.5 N/A 14.0 11.0 7.6 2.3 
Hawaii  20 13.6 8.7 16.0 15.6 10.5 3.4 
Idaho  20 22.2 10.4 19.8 17.0 9.8 3.1 
Illinois  19 10.3 5.7 15.9 14.5 9.8 4.3 
Indiana  22 14.4 6.0 19.8 17.0 9.9 3.9 
Kentucky  21 17.1 8.6 15.7 13.9 9.4 3.9 
Maryland 16 8.8 4.1 15.9 12.7 NR NR 
Massachusetts  26 8.9 4.1 14.9 11.9 7.0 2.8 
Michigan  24 13.8 6.8 17.3 15.0 9.2 2.7 
Missouri  25 17.0 8.0 16.2 13.4 9.8 3.2 
Nevada  23 18.4 7.7 17.2 2.0 10.7 2.8 
New Mexico  0 23.6 10.8 16.5 14.6 9.4 3.2 
North 
Carolina  26 13.4 5.2 15.9 14.1 NR 9.3 
North Dakota  13 17.4 N/A 16.2 13.5 9.4 NR 
Oklahoma  21 20.4 9.9 15.1 14.6 7.4 2.0 
Pennsylvania  21 13.9 5.3 15.7 13.5 7.5 2.6 
Rhode Island  21 11.2 N/A 14.1 12.1 10.5 4.1 
South 
Carolina  18 14.8 5.2 17.3 14.7 11.0 3.4 
South Dakota  21 20.6 22.9 16.1 11.8 8.4 3.8 
Vermont  24 14.8 N/A DNP 12.1 5.9 2.0 
West Virginia  13 17.7 6.0 18.7 15.4 9.9 3.2 
 
The SSPA scores ranged from 1 to 29.  Chief elements 21 (housing stabilization 
policies) and 27 (community-based policies to reduce excessive alcohol use) from the 
CDC’s Technical Package (CTP) were not present in any of the SSPPs.  A summary of 




Suicide Rates   
In 2015, the sample states had an overall total of 19,689 victims of suicide 
ranging from 103 (8.8%) to 4,167 (23.6%) victims.  The number of adolescent suicide 
victims from the sample states totaled 1,051 or 7.5% based on available data.  Adolescent 
suicide statistics were not available for four states.  Table 7 contains the suicide rates by 
state.      
Suicide Ideation  
  Question 27 of the YRBS which asks, “During the past 12 months, did you ever 
seriously consider attempting suicide,” was used to assess suicidal ideation. Of those 
responding, 16.6% of students seriously considered attempting suicide in the 12 months 
prior to the survey, with a higher prevalence among females (21.3%) than males (11.8%).  
Among race/ ethnicity, Hispanics students (19.2%) were most likely to have seriously 
considered suicide in the 12 months prior to the survey, followed by white students 
(16.5%), black students (14.6%) and Asian students (12.6%).  The survey also measured 
student responses based on sexual orientation.  The group with the highest prevalence for 
seriously considering suicide in the past 12 months were students that identified as 
bisexual (44.4%); followed by gay, lesbian, or bisexual (42.1%); students not sure of 
their sexual orientation (33.4%); gay or lesbian (34.9%); and heterosexual (13.1%).  








































































Suicide Ideation                         
Q27. During the 
past 12 months, 




16.6% 21.3% 11.8% 16.5% 14.6% 19.2% 12.6% 13.1% 44.4% 34.9% 42.1% 33.4% 
Q28. During the 
past 12 months, 
did you make a 
plan about how 
you would attempt 
suicide? 
14.5% 17.9% 10.3% 13.3% 14.2% 17.5% 11.0% 11.2% 39.1% 30.7% 36.9% 27.3% 
Suicide Attempts                         
Q29. During the 
past 12 months 
how many times 
did you actually 
attempt suicide (1 
or more). 
9.3% 11.1% 7.2% 7.7% 11.9% 12.6% 6.1% 6.8% 26.7% 25.7% 26.5% 17.6% 
Q30. If you 
attempted suicide 
during the past 12 
months, did any 
attempt result in 
an injury, 
poisoning, or 
overdose that had 
to be treated by a 
doctor or nurse? 
3.4% 3.9% 3.0% 2.6% 5.7% 5.3% 2.9% 2.6% 8.4% 11.8% 8.4% 6.6% 
              
Question 28, which was also indicative of suicidal ideation, asked “During the 
past 12 months, did you make a plan about how you would attempt suicide?”.  Among 
the sample states, an average of 14.5% of students made a plan about how they would 
attempt suicide lead by females (17.9%) then males (10.3%).  Hispanics were the highest 
among ethnic groups with 17.5% of students having made a plan about how they would 




students (11.0%).  Based on sexual orientation, students in the sample states who made a 
plan about how they would attempt suicide was highest among bisexual students (39.1); 
followed by gay, lesbian, or bisexual students (36.9%); gay or lesbian students (30.7%); 
students not sure of their sexual orientation (27.3%); and heterosexual students were 
lowest among students who made a plan about how they would attempt suicide (11.2%).   
Suicide Attempts   
Questions 29 of the YBRS was indicative of students that chose to act upon their 
ideations and plans.  It asks, “During the past 12 months how many times did you 
actually attempt suicide”?  Among the sample states, an average of 9.3% of students 
attempted suicide in the 12 months prior to the survey led by females (11.1%) followed 
by males (7.2%).  Hispanics remained the highest among ethnic groups with 12.6% of 
students having attempted suicide in the past 12 months followed by black students 
(11.9%), white students (7.7%) and Asian students (6.1%).  The sample states students 
that actually attempted suicide in the 12 months prior to the survey based on sexual 
orientation was also highest among bisexual students (26.7%), followed by the gay, 
lesbian, or bisexual students (26.5%%), gay or lesbian students (25.7%), students not sure 
of their sexual orientation (17.6%); and heterosexual students (6.8%) remain lowest 
among sample state students who actually attempted suicide in the past 12 month.     
Question 30, which also indicated students who chose to act upon their ideations 
and plans, states “If you attempted suicide during the past 12 months, did any attempt 
result in an injury, poisoning, or overdose that had to be treated by a doctor or nurse”?  In 
the sample states, an average of 3.4% students had a suicide attempted in the 12 months 




3.0% of males reporting attempts.  Blacks (5.7%) led ethnic groups in suicide attempts 
treated by a doctor or nurse followed closely by Hispanics (5.3%), Asians (2.9%), and 
whites (2.6).  Sexual orientation in sample states show gay or lesbian students (11.8%) 
had the highest prevalence of suicide attempts treated by a doctor or nurse suicide in the 
past 12 months followed by gay, lesbian, and bisexual students (8.4%); students that were 
unsure of their sexual orientation (6.6%); and heterosexual students (2.6%).   
SSPA and Suicide Outcomes 
To answer the research questions, Pearson’s Correlation Coefficient was used to 
investigate the relationship between the state suicide prevention plans using the SSPA 
and the suicide variables.  The results (Table 9) indicated that there was no significant 
relationship between the SSPA score and state suicide rates in the general population (r = 
.38, p = .06) and no relationship between SSPP and state adolescent suicide rates (r = -
.03, p = .89).  With respect to suicidal ideation represented by YRBS questions 27 and 
28, there was no significant relationship between the SSPA scores and the suicidal 
ideation in high school students for question 27 (r = .26, p = .22) or question 28 (r = -.18, 
p = .38).  For suicide attempts, question 30 was statistically non-significant (r = -.04, p = 
.84).  However, the results for question 29 indicated a statistically significant negative 
relationship between SSPA scores and suicide attempts suicide in high school students (r 
= -.46, p = 0.03, 2-tailed).  In addition, question 29 demonstrated a statistically 
significant negative relationship between SSPA scores and female high school students (r 
= -.41, p = .05, 2-tailed).    
 




Table 9. Correlation Results 
 
Variables Pearson Correlation Coefficient 
Suicide Rates 
General r = .38, p = .06 
Adolescent r = -.03, p = .89 
Suicide Ideation 
Q27. During the past 12 months, did 
you ever seriously consider 
attempting suicide? 
r = .26, p = .22  
Q28. During the past 12 months, did 
you make a plan about how you 
would attempt suicide? 
r = -.18, p = .38 
Suicide Attempts 
Q29. During the past 12 how many 
times did you actually attempt 
suicide (1 or more) 
r = -.46, p = 0.03  
Q29. Females r =  -.41, p = .05  
Q30. If you attempted suicide 
during the past 12 months, did any 
attempt result in an injury, 
poisoning, or overdose that had to 
be treated by a doctor or nurse? 
r = -.04, p = .84 
 
Discussion 
 The researcher sought to investigate suicide in high school students and determine 
if a relationship existed between state suicide prevention plans and suicide outcomes.  
The study demonstrated a negative relationship between SSPA scores and suicide 
attempts in high school students and in high school females.  Because no other studies 
such as this existed, the results could not be compared to another study.  This was the 
first study examining the potential impact of SSPPs and their relationship to the state’s 
suicide death rate in high school students, the incidence of suicidal ideation, and number 




composed by individual states, research has shown that community-based suicide 
prevention approach, such as with SSPPs are important in preventing suicide (National 
Action Alliance for Suicide Prevention Priority Group, 2017).    
 The statistically significant negative correlation identified between the SSPA 
scores and suicide attempts in high school students addressed the third research question 
of this study.  The correlations suggested that increases in suicide attempts were related 
to decreases in SSPA scores.  The 2015 YRBS data showed that 70,517 high school 
students responded to question 29 from the 24-state sample; of those, 6,347 (9.0%) 
students actually attempted suicide.  Because the SSPA scores represent the content or 
chief elements included in each of the sample states’ plans, this suggests the importance 
of chief elements inclusion in the plans on suicide attempts.  Goal five of the 2012 NSSP 
focuses on creating  programs that prevent suicidal behaviors like suicide attempts states, 
“…it is critical to use suicide prevention strategies that have been shown to be effective 
(Office of the Surgeon General & National Action Alliance for Suicide Prevention, 
2012).  Objective 5.1 goes on the specifically addresses the states and their suicide 
prevention efforts stating, “States…can play an important role in implementing suicide 
prevention programs that can meet the needs of diverse groups” (Office of the Surgeon 
General & National Action Alliance for Suicide Prevention, 2012).  The strategies in 
state plans were expected to deter suicidal behaviors like suicide attempts.   
The relationship between SSPA scores and suicide attempts in female high school 
students also demonstrated a statistically significant negative correlation.  The result 
suggested that increases in females that attempt suicide are related to decreases in SSPA 




suicide verses 7.3% of males in the study sample group.  In fact, female high school 
students statistically led in all 2015 YRBS suicide questions in the study sample.  See 
Table 10 below for survey question outcomes by gender.   
Table 10. YRBS Suicide Questions - Gender 
 
 YRBS Suicide Questions Females Males 
Q27 - Seriously considered Suicide 20.6% 11.7% 
Q28 - Made a suicide plan 18.0% 10.3% 
Q29 - Attempted suicide 11.1% 7.2% 
Q30 - Injury from suicide attempt 3.8% 3.1% 
 
While male youth were more likely to die from suicide injuries due to access to lethal 
means, female youth had more suicidal ideation and attempt suicides (Centers for Disease 
Control and Prevention, 2017).  Research substantiates the connection between mental 
illness with as much as 90% of suicide victims having mental illness at the time of their 
death (Hawton et al., 2013, 2013; Hawton & Van Heeringen, 2009; Ho et al., 2011; 
Lewiecki & Miller, 2013).  Depression, the most prevalent mental health disorder, is also 
the most common mental disorder in females (World Health Organization, 2018).  
Adolescents diagnosed with depression are four times more likely to have suicidal 
ideation and six times more likely to attempt suicide, as they struggle with peer approval 
and belongingness (LaFromboise & Hussain, 2015).  Depression is treatable, and the 
results of this study emphasize the need for SSPPs to include chief elements that 




The purpose of the SSPA was to evaluate the SSPPs to determine effectiveness 
based on SSPA scores and suicide outcomes.  Part of the challenge was determining 
which chief elements are most impactful to provide states with additional guidance for 
constructing the most effective SSPPs.  The difference may not be what SSPPs do 
contain, but rather, what they do not.   
Item 21 of the CTP was not contained in any of the SSPPs.  Item 21, housing 
stabilization policies, is an approach from the CTP’s strengthen economic support 
strategy (Stone et al., 2017).  The aim of this strategy was to help people keep their 
homes who are experiencing financial issues.  Research suggested that improving 
housing stability can reduce suicide risks (Fowler et al., 2015).  A study by Fowler et al. 
(2015) found that home foreclosures and evictions precipitated suicides, with most 
suicides occurring prior to the home loss.  Although most high school students do not 
own a home, stressful life events and environmental stressor are considered a cause of 
depression and suicidal ideation (Young & Dietrich, 2015).  Use of this chief element in 
SSPPs is important to the over well-being of high school students and their families.     
Item 27, community-based policies to reduce excessive alcohol use, was also not 
a chief element in any of the SSPPs.  Item 27 was an approach of the CTP’s create 
protective environments strategy (Stone et al., 2017).  As in the Social Cognitive Theory, 
with this strategy, changes in the environment were promoted to cause increases well-
being in order to reduce alcohol use in the community (Stone et al., 2017).  Alcohol is 
used and abused by youth more than any other substance (U.S Department of Health and 
Human Services & Substance Abuse and Mental Health Services Administration, 2017).  




least one drink in their life and 32.8 high school students consumed at least one drink 
within 30 days of taking the survey (Centers for Disease Control and Prevention, 
Division of Adolescent and School Health, 2016b).  This CTP strategy also supported 
federal government’s effort to eliminate alcohol use in the adolescent population.  
Underage drinking is a serious public health problem in the U.S resulting in more than 
4,300 deaths each year from car accidents, violence, and suicide substance (U.S 
Department of Health and Human Services & Substance Abuse and Mental Health 
Services Administration, 2017).  According to the CDC (2018), youth ages 12 – 20 drink 
11% of all alcohol consumed is the U.S even though drinking under the age of 21 is 
illegal.  Studies have shown that alcohol use is associated with approximately one-third 
of suicides and 40% of suicide attempts (Cherpitel & Wilcox, 2004).  Research supports 
the relationship between alcohol use in teens and suicidality (Sussman S. & Locke, 
2007).  Based on these statistics, not having any states choose reduction in alcohol use as 
a prevention activity is alarming and contributes to the number of suicide outcomes in 
high school students.      
With no significant reduction in suicidality, one must consider the geographic 
makeup of the states.  Of the 24 states in the study, 16 were rural.  The mortality rate of 
youth that live in rural areas is considerably higher than youth in urban areas due to 
suicide and other unintended injuries (Singh, Azuine, Siahpush, & Kogan, 2013).  Rural 
youth commit suicide at two times the rate of their urban counterparts (Fontanella et al., 
2015).  The eleven states with the highest suicide rates (> 15%), were all rural states.  The 
five states with the lowest SSPA scores were also among the eleven states with the 




reasons for elevated suicide rates in rural areas include a decrease in access to mental 
health services, an increase in access to lethal means, and social and demographic 
isolation (Fontanella et al., 2015).   














New Mexico 23.6 10.8 0 X 6 - 18% 
Idaho 22.2 10.4 20 X 38 - 58% 
South 
Dakota 20.0 22.9 21 X 38 - 58% 
Oklahoma 20.4 9.9 21 X 38 - 58% 
Arkansas 19.1 5.5 11 X 31-37% 
Nevada 18.4 7.7 23 X 1% Decrease 
West 




Available 13 X 38 - 58% 
Kentucky  17.1 8.6 21 X 31 - 37% 
Missouri 17.0 8.0 25 X 31 - 37% 
Alabama 14.9 5.9 1 X 19 - 30% 
 
Access to mental healthcare is a challenge throughout the U.S., and is even more 
difficult for rural areas due to a shortage in providers (Fontanella et al., 2015; Singh et al., 
2013).  Lack of an adequate number of psychiatrist and other mental health professionals 
has greatly contributed to the problem with access leaving primary care physicians to 
treat the majority of mental health illness in rural areas (Findling & Stepanova, 2018; 
Goodyear, 2018; Study, 2010).  Suicide rates are highest in the counties with the fewest 
mental healthcare providers (Study, 2010).  According to Fontanella et al. (2015), “Of the 
1669 areas federally designated as experiencing a shortage of mental health professionals, 
more than 85% are in rural areas, and more than half of all the counties in the U.S. (all 




only 45% of youth who suffered from mental illness received care in the U.S. (Findling 
& Stepanova, 2018).  The percentage is significantly smaller for rural youth (Goodyear, 
2018).  In addition, rural youth travel farther and wait longer for mental health 
appointments (Fontanella et al., 2015).  This disparity in mental healthcare has left rural 
youth suffering from depression, anxiety, and other mental health conditions that left 
untreated, can lead to suicide (Fontanella et al., 2015; Singh et al., 2013).   
Access to lethal means, such as firearms, is another consideration for elevated 
suicide rates in rural areas (Fontanella et al., 2015).  The most common means of suicide 
is firearms (Lewiecki & Miller, 2013).  To counter the impulsivity of suicides, many 
organizations, including the World Health Organization, American College of Physicians, 
and the CDC among others, recommend restricting access to guns (Lewiecki & Miller, 
2013).  However, this can be considerably challenging in rural areas.  Owning and using 
firearms is more common in rural areas than urban, giving youth more access to firearms 
(Rew, Young, Brown, & Rancour, 2016).  Those in rural areas often have guns in their 
homes and use them for agricultural and recreational activities, and youth have grown up 
around them (Fontanella et al., 2015).  While limiting access to guns may be the best 
solution overall, limiting access to guns in rural areas may not be possible.     
The geographic and social isolation of rural areas may also contribute to 
escalations in suicide rates (Fontanella et al., 2015).  This is supported by Bandura’s 
SCT.  Rural areas have a wider geographic area with lower populations and less contact 
with others (Fontanella et al., 2015).  Feeling alone, isolated, and depressed can lead to 
suicidality (Fontanella et al., 2015).  When socially isolated, it is more difficult for youth 




interactions helps deter suicidal ideation in youth (Rew et al., 2016).  Socializing with 
friends, family, or other support systems can help deter suicidal behaviors (Fontanella et 
al., 2015).              
Strengths and Limitations 
Several strengths are noted. This was the first study to examine and evaluate state 
suicide prevention plans.  A review of literature revealed most suicide prevention plan 
research focused on specific prevention programs or general strategies for plan 
implementation; however, no studies were identified that looked at each state’s suicide 
prevention plan for evaluation purposes.  In addition, no existing studies that examined 
the relationship between state suicide prevention plans and suicide outcomes were 
identified.  Objective 5.1 of the 2012 NSSP state plans should be “evaluated and 
modified accordingly to assure effectiveness” (p. 42).  There was no assessment tool for 
states to use to assess the effectiveness of their plans.  The SSPA fills that gap.     
The 2012 NSSP acknowledges that there is “…much variation among plans… (p. 
41).  This study examined plan variation to better understand how plans are formulated 
and confirmed SSPPs varied greatly.  Because the SSPA is a compilation of evidence-
based suicide prevention strategies from leading suicide prevention authorities, it can be 
used a guide for formulating new plans or revising existing plans.  Ultimately, results 
from this study can help states identify weakness within their SSPPs and improve their 
content.    
An additional strength is the origin of the study data.  The national databased used 
for this study allowed secondary data analysis with no cost to the YRBSS or the 




reduced, and there was no risk of harm to human subjects, as the information was already 
aggregated. Further, individual consents to participate had already been obtained.  
There are limitations to this study related to study design and analysis.  This was a 
retrospective correlational study. Although the study resulted in statistically significant 
findings, in correlations statistical significance does not mean there is a causal 
relationship.  In order to determine causality, a predictive correlational study would be 
needed, such a regression model.  Also, the validity and reliability has not been evaluated 
for the SSPA at this time.     
Additional limitations to this study include under-representation of the sample 
group and under-reporting or over-reporting.  States did not have to participate in all of 
the YRBS questions, nor did students answer them all. Omitted responses were treated as 
missing data and could affect the outcome of the study.  The representative sample used 
in the YRBS only includes students that are in school and does not include adolescents 
that are not enrolled in school.  According to the U.S. Department of Education’s 
National Center for Education Statistics (NCES) (2017), approximately 5.9% of high 
school age adolescents are not enrolled in school and have not graduated with a high 
school diploma.  These individuals are not represented in this survey.  Also, it is 
impossible to know if students under-reported or over-reported suicide questions in this 
survey.  Although the test-retest reliability of the YRBS was good, the accuracy of 
individual self-reported data cannot be assured.  Using secondary data can also pose 
limitations to the study.  According to Cheng and Phillips (2014), because the data are 
not being analyzed by those who collected it, there may be unknown nuances related to 




research questions, possibly resulting in missing data for additional variable (Cheng & 
Phillips, 2014).   
Recommendations 
After completing this study, other areas requiring further research are noted.  
Understanding the impact of SSPPs provides important information to federal and state 
stakeholders.  Because the SSPA was the first assessment tool of its kind and fills a 
much-needed gap for SSPP evaluation, it should be evaluated for validity and reliability 
and modifications made as needed.  One potential modification includes changing the 
rating scale from dichotomous to a multiple-point Likert scale.  The Likert scale will 
allow the researcher to collect more information regarding how well each state does 
regarding the individual chief elements.  The 2015 study results should be evaluated 
further to determine if there is cause and effect between the SSPA scores and suicide 
outcomes, as well as an examination of the chief elements of the tool, e.g., through an 
exploratory factor analysis.  The study can also be replicated using the 2017 latest YRBS 
data.  which will validate the findings in this study. In a new study, the researcher could 
formulate a hypothesis and use a one-tailed test.   
Summary 
The loss of one life to suicide is one life too many.  Yet, finding a solution 
continues to challenge all stakeholders.  Now that suicide has become the second leading 
cause of death among young people ages 10-24 years (Centers for Disease Control and 
Prevention, Division of Adolescent and School Health, 2016a), finding effective 
prevention measures becomes even more critical.  The federal government has shared a 




revealed that states needed assistance with fully implementing the 2012 NSSP, 
developing their own plans, formulating strategies, and evaluating their plans and 
progress.   Currently, various federal agencies are working to determine the best way to 
assist states, but it can take a considerable amount of time to implement additional 
strategies.   
The state suicide prevention assessment tool is beneficial to state and federal 
leadership.  It bridges a long-standing gap between state suicide prevention plans and a 
means of evaluation, while promoting collaboration.  To stop the perpetual cycle of pain 
from suicide, solutions are required. Solutions should support individuals and their 
personal characteristics, improve the environment, and most importantly, change 
behavior so that suicide is no longer an option. Implementing a coordinated evaluation of 
suicide prevention programs, such as the state suicide plan assessment used in this study, 
is an important first step in producing an effective intervention to prevent this human 









Summary and Conclusion  
Summary 
 The ramifications of suicide are far reaching and long-lasting with no apparent 
solution in sight.  Ongoing prevention efforts are pivotal to the well-being of the nation.  
To explore prevention efforts, the researcher chose to focus on high school students in the 
9th thru 12th grades.  Suicide is the second leading cause of death for this age group 
(Centers for Disease Control and Prevention, 2018).  Mental illness is a prevalent risk 
factor for suicidality (Rew et al., 2016).  In Chapter Two’s manuscript entitled 
Depression in Young People: More than Just a Bad Day – A Concept Analysis, the 
researcher outlined the attributes, antecedents, and consequences of depression.   
 Chapter three explored the state and national efforts to prevent suicide in a 
manuscript entitled, State Suicide Prevention Plans: Development of an Assessment Tool.  
The National Strategy for Suicide Prevention and state suicide prevention plans were 
identified as current suicide prevention efforts.  However, the national strategy is not 
mandated, and the state plans did not have an evaluation component to assess 
effectiveness.  The researcher created a State Suicide Plan Assessment that used 
evidence-based strategies called chief elements as a tool for states and national agencies 
to determine the effectiveness of state plans.  Further research is needed to investigate the 
tool’s validity and reliability.             
 Chapter Four outlined the study conducted by the researcher.  Using Bandura’s 
Social Cognitive Theory to undergird the study, this correlational study examined the 




suicide rate, ideation, and attempts in high school students. Using the state suicide 
prevention assessment allowed for a national scope for this study.  A secondary analysis 
of the YRBS demonstrated a significant negative relationship between state suicide 
prevention plans and suicide attempts in the general population and in female high school 
students. This negative association suggests that the assessment instrument can show that 
states with better plans tend to have fewer suicide attempts in general and fewer suicide 
attempts by females, the most likely gender to try to commit suicide.  The factors 
identified that could have contributed to this outcome included the insufficiency of state 
plans, depression in females, economic stability, teenage drinking, and limited access to 
mental health care in rural states.  
Conclusions            
More research is needed to identify additional strategies and to continue 
evaluating the effectiveness of current strategies.  While not the only solution, the 2012 
NSSP does keep suicide at the forefront of public health and is a significant step toward 
collaborative efforts between federal, state, and private entities.  The correlation analysis 
of the SSPA demonstrated opportunities for improvement in the substance of state suicide 
prevention plans.  Support for states will need to increase in order to ensure suicide 
prevention programs reflect the best evidence- based strategies available and have the 
infrastructure to support prevention strategies.   
The researcher plans to continue research related to suicide prevention.  The next 
research study will continue evaluation of these results and conduct additional research to 




studies will include repeating this study using the 2017 YRBS data and examining similar 
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Appendix D: 2015 State and Local Youth Risk Behavior Survey 
2015 State and Local Youth Risk Behavior Survey 
This survey is about health behavior. It has been developed so you can tell us what you 
do that may affect your health. The information you give will be used to improve health 
education for young people like yourself. 
 
DO NOT write your name on this survey. The answers you give will be kept private. No 
one will know what you write. Answer the questions based on what you really do. 
 
Completing the survey is voluntary. Whether or not you answer the questions will not 
affect your grade in this class. If you are not comfortable answering a question, just leave 
it blank. 
 
The questions that ask about your background will be used only to describe the types of 
students completing this survey. The information will not be used to find out your name. 
































Appendix F: 2015 State and Local Youth Risk Behavior Survey 
2015 State and Local Youth Risk Behavior Survey 
This survey is about health behavior. It has been developed so you can tell us what you do that may affect 
your health. The information you give will be used to improve health education for young people like 
yourself. 
 
DO NOT write your name on this survey. The answers you give will be kept private. No one will 
know what you write. Answer the questions based on what you really do. 
 
Completing the survey is voluntary. Whether or not you answer the questions will not affect your 
grade in this class. If you are not comfortable answering a question, just leave it blank. 
 
The questions that ask about your background will be used only to describe the types of students 
completing this survey. The information will not be used to find out your name. No names will 
ever be reported. 
 
Make sure to read every question. Fill in the ovals completely. When you are finished, 
follow the instructions of the person giving you the survey. 
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1. How old are you? 
A. 12 years old or younger 
B. 13 years old 
C. 14 years old 
D. 15 years old 
E. 16 years old 
F. 17 years old 
G. 18 years old or older 
 




3. In what grade are you? 
A. 9th grade 
B. 10th grade 
C. 11th grade 
D. 12th grade 
E. Ungraded or other grade 
 




5. What is your race? (Select one or more responses.) 
A. American Indian or Alaska Native 
B. Asian 
C. Black or African American 
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6. How tall are you without your shoes on? 
 




         
 
7. How much do you weigh without your shoes on? 
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Appendix F. 2015 State and Local Youth Risk Behavior Survey (Continued) 
The next 5 questions ask about safety. 
8. When you rode a bicycle during the past 12 months, how often did you wear a helmet? 
A. I did not ride a bicycle during the past 12 months 
B. Never wore a helmet 
C. Rarely wore a helmet 
D. Sometimes wore a helmet 
E. Most of the time wore a helmet 
F. Always wore a helmet 
 




D. Most of the time 
E. Always 
 
10. During the past 30 days, how many times did you ride in a car or other vehicle driven by 
someone who had been drinking alcohol? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 
 
11. During the past 30 days, how many times did you drive a car or other vehicle when you 
had been drinking alcohol? 
A. I did not drive a car or other vehicle during the past 30 days 
B. 0 times 
C. 1 time 
D. 2 or 3 times 
E. 4 or 5 times 
F. 6 or more times 
 
12. During the past 30 days, on how many days did you text or e-mail while driving a car or 
other vehicle? 
A. I did not drive a car or other vehicle during the past 30 days 
B. 0 days 
C. 1 or 2 days 
D. 3 to 5 days 
E. 6 to 9 days 
F. 10 to 19 days 
G. 20 to 29 days 
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The next 11 questions ask about violence-related behaviors. 
 
13. During the past 30 days, on how many days did you carry a weapon such as a gun, knife, 
or club? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
14. During the past 30 days, on how many days did you carry a gun? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
15. During the past 30 days, on how many days did you carry a weapon such as a gun, knife, 
or club on school property? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
16. During the past 30 days, on how many days did you not go to school because you felt you 
would be unsafe at school or on your way to or from school? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
17. During the past 12 months, how many times has someone threatened or injured you with a 
weapon such as a gun, knife, or club on school property? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or 7 times 
F. 8 or 9 times 
G. 10 or 11 times 
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18. During the past 12 months, how many times were you in a physical fight? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or 7 times 
F. 8 or 9 times 
G. 10 or 11 times 
H. 12 or more times 
 
19. During the past 12 months, how many times were you in a physical fight in which you 
were injured and had to be treated by a doctor or nurse? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 
 
20. During the past 12 months, how many times were you in a physical fight on school 
property? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or 7 times 
F. 8 or 9 times 
G. 10 or 11 times 
H. 12 or more times 
 





22. During the past 12 months, how many times did someone you were dating or going out 
with physically hurt you on purpose? (Count such things as being hit, slammed into 
something, or injured with an object or weapon.) 
A. I did not date or go out with anyone during the past 12 months 
B. 0 times 
C. 1 time 
D. 2 or 3 times 
E. 4 or 5 times 
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23. During the past 12 months, how many times did someone you were dating or going out 
with force you to do sexual things that you did not want to do? (Count such things as 
kissing, touching, or being physically forced to have sexual intercourse.) 
A. I did not date or go out with anyone during the past 12 months 
B. 0 times 
C. 1 time 
D. 2 or 3 times 
E. 4 or 5 times 
F. 6 or more times 
 
The next 2 questions ask about bullying. Bullying is when 1 or more students tease, threaten, 
spread rumors about, hit, shove, or hurt another student over and over again. It is not 
bullying when 2 students of about the same strength or power argue or fight or tease each 
other in a friendly way. 
 




25. During the past 12 months, have you ever been electronically bullied? (Count being 




The next 5 questions ask about sad feelings and attempted suicide. Sometimes people feel so 
depressed about the future that they may consider attempting suicide, that is, taking some 
action to end their own life. 
 
26. During the past 12 months, did you ever feel so sad or hopeless almost every day for two 
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29. During the past 12 months, how many times did you actually attempt suicide? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 
 
30. If you attempted suicide during the past 12 months, did any attempt result in an injury, 
poisoning, or overdose that had to be treated by a doctor or nurse? 




The next 8 questions ask about tobacco use. 
 




32. How old were you when you smoked a whole cigarette for the first time? 
A. I have never smoked a whole cigarette 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 
 
33. During the past 30 days, on how many days did you smoke cigarettes? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
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34. During the past 30 days, on the days you smoked, how many cigarettes did you smoke 
per day? 
A. I did not smoke cigarettes during the past 30 days 
B. Less than 1 cigarette per day 
C. 1 cigarette per day 
D. 2 to 5 cigarettes per day 
E. 6 to 10 cigarettes per day 
F. 11 to 20 cigarettes per day 
G. More than 20 cigarettes per day 
 
35. During the past 30 days, how did you usually get your own cigarettes? (Select only one 
response.) 
A. I did not smoke cigarettes during the past 30 days 
B. I bought them in a store such as a convenience store, supermarket, discount store, 
or gas station 
C. I got them on the Internet 
D. I gave someone else money to buy them for me 
E. I borrowed (or bummed) them from someone else 
F. A person 18 years old or older gave them to me 
G. I took them from a store or family member 
H. I got them some other way 
 
36. During the past 12 months, did you ever try to quit smoking cigarettes? 




37. During the past 30 days, on how many days did you use chewing tobacco, snuff, or dip, 
such as Redman, Levi Garrett, Beechnut, Skoal, Skoal Bandits, or Copenhagen? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
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38. During the past 30 days, on how many days did you smoke cigars, cigarillos, or little 
cigars? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
 
The next 2 questions ask about electronic vapor products, such as blu, NJOY, or Starbuzz. 
Electronic vapor products include e-cigarettes, e-cigars, e-pipes, vape pipes, vaping pens, e- 
hookahs, and hookah pens. 
 




40. During the past 30 days, on how many days did you use an electronic vapor product? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
 
The next 6 questions ask about drinking alcohol. This includes drinking beer, wine, wine 
coolers, and liquor such as rum, gin, vodka, or whiskey. For these questions, drinking alcohol 
does not include drinking a few sips of wine for religious purposes. 
 
41. During your life, on how many days have you had at least one drink of alcohol? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 9 days 
D. 10 to 19 days 
E. 20 to 39 days 
F. 40 to 99 days 
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42. How old were you when you had your first drink of alcohol other than a few sips? 
A. I have never had a drink of alcohol other than a few sips 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 
 
43. During the past 30 days, on how many days did you have at least one drink of alcohol? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
 
44. During the past 30 days, on how many days did you have 5 or more drinks of alcohol in a 
row, that is, within a couple of hours? 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 to 5 days 
E. 6 to 9 days 
F. 10 to 19 days 
G. 20 or more days 
 
45. During the past 30 days, what is the largest number of alcoholic drinks you had in a row, 
that is, within a couple of hours? 
A. I did not drink alcohol during the past 30 days 
B. 1 or 2 drinks 
C. 3 drinks 
D. 4 drinks 
E. 5 drinks 
F. 6 or 7 drinks 
G. 8 or 9 drinks 
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46. During the past 30 days, how did you usually get the alcohol you drank? 
A. I did not drink alcohol during the past 30 days 
B. I bought it in a store such as a liquor store, convenience store, supermarket, 
discount store, or gas station 
C. I bought it at a restaurant, bar, or club 
D. I bought it at a public event such as a concert or sporting event 
E. I gave someone else money to buy it for me 
F. Someone gave it to me 
G. I took it from a store or family member 
H. I got it some other way 
 
The next 3 questions ask about marijuana use. Marijuana also is called grass or pot. 
 
47. During your life, how many times have you used marijuana? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 to 99 times 
G. 100 or more times 
 
48. How old were you when you tried marijuana for the first time? 
A. I have never tried marijuana 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 
 
49. During the past 30 days, how many times did you use marijuana? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
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The next 10 questions ask about other drugs. 
 
50. During your life, how many times have you used any form of cocaine, including powder, 
crack, or freebase? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
51. During your life, how many times have you sniffed glue, breathed the contents of aerosol 
spray cans, or inhaled any paints or sprays to get high? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
52. During your life, how many times have you used heroin (also called smack, junk, or 
China White)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
53. During your life, how many times have you used methamphetamines (also called speed, 
crystal, crank, or ice)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
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54. During your life, how many times have you used ecstasy (also called MDMA)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
55. During your life, how many times have you used synthetic marijuana (also called K2, 
Spice, fake weed, King Kong, Yucatan Fire, Skunk, or Moon Rocks)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
56. During your life, how many times have you taken steroid pills or shots without a doctor's 
prescription? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
57. During your life, how many times have you taken a prescription drug (such as 
OxyContin, Percocet, Vicodin, codeine, Adderall, Ritalin, or Xanax) without a doctor's 
prescription? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
58. During your life, how many times have you used a needle to inject any illegal drug into 
your body? 
A. 0 times 
B. 1 time 
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The next 9 questions ask about sexual behavior. 
 




61. How old were you when you had sexual intercourse for the first time? 
A. I have never had sexual intercourse 
B. 11 years old or younger 
C. 12 years old 
D. 13 years old 
E. 14 years old 
F. 15 years old 
G. 16 years old 
H. 17 years old or older 
 
62. During your life, with how many people have you had sexual intercourse? 
A. I have never had sexual intercourse 
B. 1 person 
C. 2 people 
D. 3 people 
E. 4 people 
F. 5 people 
G. 6 or more people 
 
63. During the past 3 months, with how many people did you have sexual intercourse? 
A. I have never had sexual intercourse 
B. I have had sexual intercourse, but not during the past 3 months 
C. 1 person 
D. 2 people 
E. 3 people 
F. 4 people 
G. 5 people 
H. 6 or more people 
 
64. Did you drink alcohol or use drugs before you had sexual intercourse the last time? 
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65. The last time you had sexual intercourse, did you or your partner use a condom? 




66. The last time you had sexual intercourse, what one method did you or your partner use to 
prevent pregnancy? (Select only one response.) 
A. I have never had sexual intercourse 
B. No method was used to prevent pregnancy 
C. Birth control pills 
D. Condoms 
E. An IUD (such as Mirena or ParaGard) or implant (such as Implanon or Nexplanon) 
F. A shot (such as Depo-Provera), patch (such as Ortho Evra), or birth control ring 
(such as NuvaRing) 
G. Withdrawal or some other method 
H. Not sure 
 
67. During your life, with whom have you had sexual contact? 
A. I have never had sexual contact 
B. Females 
C. Males 
D. Females and males 
 
68. Which of the following best describes you? 
A. Heterosexual (straight) 
B. Gay or lesbian 
C. Bisexual 
D. Not sure 
 
The next 2 questions ask about body weight. 
 
69. How do you describe your weight? 
A. Very underweight 
B. Slightly underweight 
C. About the right weight 
D. Slightly overweight 
E. Very overweight 
 
70. Which of the following are you trying to do about your weight? 
A. Lose weight 
B. Gain weight 
C. Stay the same weight 
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The next 9 questions ask about food you ate or drank during the past 7 days. Think about all 
the meals and snacks you had from the time you got up until you went to bed. Be sure to 
include food you ate at home, at school, at restaurants, or anywhere else. 
 
71. During the past 7 days, how many times did you drink 100% fruit juices such as orange 
juice, apple juice, or grape juice? (Do not count punch, Kool-Aid, sports drinks, or other 
fruit-flavored drinks.) 
A. I did not drink 100% fruit juice during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
72. During the past 7 days, how many times did you eat fruit? (Do not count fruit juice.) 
A. I did not eat fruit during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
73. During the past 7 days, how many times did you eat green salad? 
A. I did not eat green salad during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
74. During the past 7 days, how many times did you eat potatoes? (Do not count french fries, 
fried potatoes, or potato chips.) 
A. I did not eat potatoes during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
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75. During the past 7 days, how many times did you eat carrots? 
A. I did not eat carrots during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
76. During the past 7 days, how many times did you eat other vegetables? (Do not count 
green salad, potatoes, or carrots.) 
A. I did not eat other vegetables during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
77. During the past 7 days, how many times did you drink a can, bottle, or glass of soda or 
pop, such as Coke, Pepsi, or Sprite? (Do not count diet soda or diet pop.) 
A. I did not drink soda or pop during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
78. During the past 7 days, how many glasses of milk did you drink? (Count the milk you 
drank in a glass or cup, from a carton, or with cereal. Count the half pint of milk served 
at school as equal to one glass.) 
A. I did not drink milk during the past 7 days 
B. 1 to 3 glasses during the past 7 days 
C. 4 to 6 glasses during the past 7 days 
D. 1 glass per day 
E. 2 glasses per day 
F. 3 glasses per day 
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79. During the past 7 days, on how many days did you eat breakfast? 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 days 
E. 4 days 
F. 5 days 
G. 6 days 
H. 7 days 
 
The next 5 questions ask about physical activity. 
80. During the past 7 days, on how many days were you physically active for a total of at 
least 60 minutes per day? (Add up all the time you spent in any kind of physical 
activity that increased your heart rate and made you breathe hard some of the time.) 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 days 
E. 4 days 
F. 5 days 
G. 6 days 
H. 7 days 
 
81. On an average school day, how many hours do you watch TV? 
A. I do not watch TV on an average school day 
B. Less than 1 hour per day 
C. 1 hour per day 
D. 2 hours per day 
E. 3 hours per day 
F. 4 hours per day 
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82. On an average school day, how many hours do you play video or computer 
games or use a computer for something that is not school work? (Count time 
spent on things such as Xbox, PlayStation, an iPod, an iPad or other tablet, a 
smartphone, YouTube, Facebook or other social networking tools, and the 
Internet.) 
A. I do not play video or computer games or use a computer for something 
that is not school work 
B. Less than 1 hour per day 
C. 1 hour per day 
D. 2 hours per day 
E. 3 hours per day 
F. 4 hours per day 
G. 5 or more hours per day 
 
83. In an average week when you are in school, on how many days do you go to 
physical education (PE) classes? 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 days 
E. 4 days 
F. 5 days 
 
84. During the past 12 months, on how many sports teams did you play? (Count 
any teams run by your school or community groups.) 
A. 0 teams 
B. 1 team 
C. 2 teams 
D. 3 or more teams 
 
The next 5 questions ask about other health-related topics. 
 
85. Have you ever been tested for HIV, the virus that causes AIDS? (Do not count 
tests done if you donated blood.) 
A. Yes 
B. No 
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86. When was the last time you saw a dentist for a check-up, exam, teeth cleaning, 
or other dental work? 
A. During the past 12 months 
B. Between 12 and 24 months ago 
C. More than 24 months ago 
D. Never 
E. Not sure 
 
 
87. Has a doctor or nurse ever told you that you have asthma?  
A. Yes  
B. No  
C. Not sure  
88. On an average school night, how many hours of sleep do you get?  
A. 4 or less hours  
B. 5 hours  
C. 6 hours  
D. 7 hours  
E. 8 hours  
F. 9 hours  
G. 10 or more hours  
89. During the past 12 months, how would you describe your grades in school?  
A. Mostly A's  
B. Mostly B's  
C. Mostly C's  
D. Mostly D's  
E. Mostly F's  
F. None of these grades  





Appendix G. State Suicide Plan Assessment 
State Suicide Plan Assessment     
Key Elements Yes No 
2012 National Strategy for Suicide Prevention - Goals     
Integrate and Coordinate suicide prevention activities across multiple 
sectors and settings. 
    
Implement research-informed communication efforts designed to 
prevent suicide by changing knowledge, attitudes, and behaviors.      
Increase knowledge of the factors that offer protection from suicidal 
behaviors and that promote wellness and recovery.     
Promote responsible media reporting of suicide, accurate portrayals 
of suicide and mental illnesses in the entertainment industry, and the 
safety of online content related to suicide. 
    
Develop, implement, and monitor effective programs that promote 
wellness and prevent suicide and related behaviors.  
    
Promote efforts to reduce access to lethal means of suicide among 
individuals with identified suicide risk.     
Provide training to community and clinical service providers on the 
prevention of suicide and related behaviors. 
    
Promote suicide prevention as a core component of health care 
services.     
Promote and implement effective clinical and professional practices 
for assessing and treating those identified as being at risk for suicidal 
behaviors.  
    
Provide care and support to individuals affected by suicide deaths 
and attempts to promote healing and implement community 
strategies to help prevent further suicides. 
    
Increase the timeliness and usefulness of national surveillance 
systems relevant to suicide prevention and improve the ability to 
collect, analyze, and use this information for action.  
    
Promote and support research on suicide prevention.     
Evaluate the impact and effectiveness of suicide prevention 
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SAMHSA - Guidelines (2014)     
Public health approach.      
Lifespan approach.     
Promote accountability: Monitored and analyzed annually     
SPRC - Keys to Success     
Engaging people with lived experiences in planning.     
Culturally competent approaches.     
Support safe care transitions and create organizational linkages*     
CDC - Technical Package - Evidenced-based Activities and Strategies     
Strengthen household financial security (unemployment benefits).     
Housing stabilization policies (TANF).       
Coverage of mental health conditions in health insurance policies.     
Reduce provider shortages in underserved areas.     
Addresses organizational policies and culture.     
Community-based policies to reduce excessive alcohol use.     
Includes community engagement activities.     
Parenting skills and family relationship programs.     
Includes Gatekeeper training.     
Addresses crisis intervention.     
NAASP  - Seven Key Elements     
      
Score: Total number of included key elements - "Yes" responses     
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